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Technique and Results in the Treatment of Carcinoma of 
the Uterine Cervix at ‘ Radiumhemmet,” Stockholm. 


(From ‘* Radiumhemmet,’’ Stockholm ; Chief: Professor Gésta Forssell.) 


By H. V. JAmes Heyman, M.D., 
Lecturer at the Royal Caroline Institute. 


THIS paper deals only with the treatment of carcinoma of the 
cervix ; cases of carcinoma of the uterine body, of recurrences after 
radical operations, and prophylactically post-treated cases are not 
included. 

1 have limited my account to the period between 1914 and 1921 
inclusive. The results of the treatment during 1910—1913, when 
Forssell was evolving the technique, are not presented here. The 
treatment in these years experienced great changes in technique 
widely different from the one we have employed since that 
time (cf. p. 2). However, it is worth mentioning that one 
of the patients treated in 1913 is still living, and has now been 
symptom-free for more than 10 years. The cases of 1922 and 1923 
have as yet been under observation too short a time to be worth 
publishing. 

In this report I shall only dwell on the terminal results of 
the method of treatment emploved at ‘‘ Radiumhemmet,’’ and 
describe our technique in such a way that every colleague familiar 
with the radium treatment can understand it clearly. The most 
common lesions are also touched upon briefly. 

In this report I have not dealt with the palliative effect of the 
radium treatment in carcinoma of the uterus. The use of radium 
for such a purpose is nowadays generally recognized to give better 
results than any other method of treatment, and_ therefore 
hardly need be further illustrated. 1 shall here give only 
a few figures from one of my earlier analyses. Of the 66 cases that 
were treated in 1914 and 1915 there were 43 in which the symptoms 
did not entirely disappear, and in which, therefore, a palliative 
result only had been obtained. In two-thirds of these cases the 
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ulceration was completely healed, and in 60 per cent. of the cases 
such superficial healing, with a resulting absence of haemorrhage and 
discharge, persisted until the death of the patient, The hemorrhage 
ceased in 98 per cent. of the cases, the discharge in 69 per cent., 
and the pains in 77.8 per cent. This improvement lasted in half 
the number of cases for about half a vear, in matiy cases more 
than a year, and in some cases two years. 

The question whether different types of cancer differ in their 
susceptibility to radiation I do not discuss here. We have, like 
most authors, the general impression that the squamous-celled 
carcinoma, especially the ripe one, is prognostically more favourable 
than the columnar-celled. 


THE TECHNIQUE OF ‘S RADIUMHEMMET.”’ 


In the following description the term ‘‘mgm. hours’’ is 
to mgm. hours of radium element (el.). 

First of all, then, it is necessary to sav a few words about the 
evolvement of the technique. Forssell started the radium treatment 
of carcinoma of the uterus in Sweden in 1910. To begin with, he 
followed a technique similar to the one advocated by Wickham 
(Lazarus’ Handbuch der Therapie, 1913). He employed 20 mgm. 
radium element or less, 0.5--1.5 mm. silver filter, and a time of 
application of 20 hours. The treatment was often repeated six to 
10 times at intervals of from two to four weeks. The first 40 cases 
treated according to this method were published by Forssell in 
December 1911 (Hygiea 1912). As soon as Forssell obtained more 
radium he followed the technique indicated by Dominici, with 
larger doses and stronger filtration. In 1913 as much as 72 mgm. 
el. were applied, screened with 3 to 4mm. of lead. He was able 
to prove that his results by this treatment became better, and that 
the secondary effects (necrosis of the surrounding tissue and an 
increased breaking down of the tumour) which were probably 
produced by vascular changes, less prominent. Forssell considered 
the cause of this to be due to the increased amount of radium and 
the strong infiltration in conjunction with a concentration of the 
treatment down to a comparatively short period of time. At the 
end of 1913 and beginning of 1914 Forssell elaborated the technique 
which we have followed in the main ever since: a smaller number 
(usually three) of intensive treatments (each of about 105-112 mgm. 
el.) with strong filtration (equivalent to 3-4 mm. of lead), given 
in the course of three to four weeks. Afterwards no applications were 
made except in the case of a recurrence. 

In the course of the past 1o vears the technique has been 
perfected, new apparatus has been procured, a coincident intra- 
uterine and vaginal application of radium has been consistently 
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Fig. 1. Radium tubes of various types, . 22, rae . - 
Ae Fig. 4. The cylindrical applicator of Fig. 2, 
containing 33.7. 40.1, 4.7, 9.37, and 16 mgm. el. : ’ ; 


Full size. The property of Radiumhemmet, ready to be introduced into uterus. 





Figs. 2, 3a, and 3b. Cylindrical applicators 
for intrauterine application, 2 and 3b 


with lids unscrewed. Full size. The property 





of Radiumhemmet. 





Figs. 5 and 6. Cylindrical applicators made to contain five and seven radium tubes, 








and intended for vaginal application. With lids unscrewed (Fig, 5), and ready to be 






introduced into vagina (Fig. 6). Full size. The property of Radiumhemmet, 
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carried out, and cautious attempts have been made to concentrate 
the treatment further. But the principles inaugurated by Forssell 
are still ruling. 


APPLIANCES. 

For gynecological purposes we employ ‘‘ Dominici tubes ”’ 
only (Fig. 1). All the tubes contain radium sulphate. The 
tube walls are made of gold only, of gold and silver, or of 
platinum and silver. The thickness of the metal is chosen so as to 
be equivalent to 1 mm. of lead. Our tubes for vaginal application 
have been manufactured at different times, and vary somewhat as 
to length and thickness. The tubes of the same period are 
therefore usually employed in groups, as shown by the following 
classification. 


For VAGINAL APPLICATION : 
Group 1. Fourteen tubes, each containing 5.1 mgm. el. on an 
average, totalling 71.98mgm. el. Length 22—29mm., outer 
diameter 2.5—3.2 mm. 
Group 2. Ten tubes, each of 7.1 mgm. el., totalling 70.96 mgm. el. 
Length 19 mm., outer diameter 3.5 mm. 
Group 3. Ten tubes, each of 4.7 mgm. el., totalling 47.09 mgm. el. 
Length 20mm., outer diameter 2.8 mm. 
Group 4. Eight tubes, each of 9.35 mgm. el., totalling 74.77 mgm. 
el. Length 11 mm., outer diameter 2.8 mm. 


For INTRAUTERINE APPLICATION : 

No. 5. One tube containing 40.1 mgm. el. Length 22mm., 
outer diameter 3 mm. 

No. 6. One tube, containing 33.7 mgm. el. Length 33.5 mm., 
outer diameter 3.6 mm. 

No. 7. Two tubes, each containing 23.0 mgm. el. Length 
15 mm., outer diameter 2.8 mm. 

No. 8. Two tubes, each containing 23.0 mgm, el. Length 
25mm., outer diameter 2.8 mm, 


These tubes, when in use, are packed in cylindrical or flat 
applicators made of lead with a thin casing of silver (0.3 mm.). 
The wall of the applicator has a total thickness of 2mm. The wall 
of the tubes having a thickness of 1 mm., the total filter will be 
equivalent to 3mm. of lead. (Some older applicators have a wall 
thickness of 3mm., and are provided with a brass casing’ } 

The applicators intended for intrauterine use are cylindrical 
and have the appearance shown by Figs. 2 and 3. Wrapped with 
rubber these applicators are introduced sterile into the uterus 
(Fig. 4). The kind shown in Fig. 2 is intended for a tube No. 5, 6 
or 7, the other one is intended for two tubes, No. 8. 
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For vaginal application we generally employ cylindrical (Fig. 5) 
or flat applicators (Figs. 7, 8,9 and 10). The cylindrical applicators 
are used two and two together. Of the flat applicators usually one 
is employed, seldom more. We have flat containers of various 
shapes and of several different sizes. These cylindrical and flat 
applicators are screened secondarily with two sheets of paper, a 
thin layer of cotton-wool and oiled silk (Figs. 6 and 11). Each 
cylindrical applicator holds half the number of tubes belonging to 
Groups I, 2, 3, and 4. The flat applicators hold all or some of the 
tubes belonging to these groups. 

The choice of cylindrical or flat applicators depends upon the 
appearance of the tumour surface. Cylindrical applicators are 
most suitable when the tumour is crater-shaped. Flat applicators 
are most convenient in disc-shaped tumours. Large cauliflower 
growths sometimes demand special arrangements, several applica- 
tors or radium packs of sheet-lead prepared for the particular case. 
We endeavour to cover as accurately as possible the whole of the 
vaginal surface of the tumour with radium. 


TECHNIQUE OF TREATMENT. 

The following is our typical treatment in a case of carcinoma of 
the cervix :— 

Three treatments are given, the second, one week after the first, 
and the third, three weeks after the second. At each treatment the 
same amount of radium is used and for the same length of time, as 
follows :— 


Quantity of radium: in the uterus, 33.7 or 40.1 mgm. el.; in 
the vagina, about 7omgm. el. Time of treatment, 22 hours, 
equivalent to 741-882 mgm. el. hours in the uterus ; and 1500 mgm. 
el. hours in the vagina. Filter, equivalent to 3 mm. of lead. 

The total treatment which the patient receives is thus about 
2220-2640 mgm. el. hours in the uterus, and about 4500 mgm. el. 
hours in the vagina. 

This typical treatment is, however, varied according to circum- 
stances. If by the clinical examination there is reason to suppose 
that the body of the uterus is involved, or if the uterine cavity is 
exceptionally long, we apply from 46 to 73.8 mgm. el, in the 
uterus, without so far having considered it necessary to reduce the 
time of application. Judging from our own experience, it is 
possible to increase the quantity of radium in the uterus without 
any risk of injury to the surrounding tissue. If the uterus is small 
or atrophic we sometimes insert only 23 mgm. el. If the vaginal 
surface of the tumour is large the quantity of radium applied in the 
vagina may be increased at the first treatment, though to not more 























Figs. 7 and 8. Flat applicators of various types for vaginal application. Full 


size. The property of Radiumhemmet. 





Figs. 9 and 10. The same applicators with their tubes. 








and 12. The same applicators ready to be introduced into the vagina. 
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than 140 mgm. el. at the most. By reducing the time of application 
or the quantity of radium in the second and third treatments we 
manage to prevent the total vaginal dose from exceeding 4500 mgm. 
el. hours. When treating old or very weak patients we often 
employ smaller doses, sometimes also when the tumour is small, 
In the cases considered in this report three treatments have been 
usually given. 

The greatly increased number of patients in the last five years 
has made it necessary for us to concentrate the treatment in a 
considerable number of cases. At first we proceeded very tenta- 
tively and cautiously; for the last three years, however, we have 
given with increasing frequency only two treatments at an interval 
of three weeks, the duration of the first treatment being about 32, 
and that of the second about 24 hours. In a more concentrated 
treatment the dose must be reduced. Judging from our experience, 
4500 mgm. el. divided into three treatments seem to equal 
4000 mgm. el. at the most given in two treatments. Our results 
with two treatments instead of three lead us to think that this may 
be a very good method. However, we advise great caution until 
this method has been further tested. We have also made experi- 
ments with one single treatment, but this method has been tried for 
too short a time for us to give any useful opinion thereon. 


Method of Treatment. 

Prior to the application of the radium the patient is given a 
purgative. Narcosis is necessary only in exceptional cases (virgins, 
or in married women with rigid soft-parts), but each patient is given 
1cgm. of morphin before the growth is examined and a portion of 
it removed for microscopic examination, Coincident with the 
examination, the various data are entered in the patient’s paper, 
and the radium tubes are packed into the cylindrical or flat appli- 
cators that are most suitable for the case in question. The vagina 
and the tumour surface are then cleansed extremely carefully with 
benzin (which, in our opinion, is better than hydrogen peroxide, 
tincture of iodine or alcohol), and the sound is passed into the 
cervical canal. A practised hand can, as a rule, manage to pass 
the sound, though sometimes only after a somewhat prolonged 
trial. It is rather remarkable how often one finds the entrance to 
the cervical canal in the periphery of the tumour, so that the radium 
applicator may be introduced straight into the uterus, and 
apparently without having to come into contact with the breaking 
down tumour, 


To be able to introduce our applicators into the uterus we have 
to dilate with Heyar’s dilator up to and including No. 8, and this 
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very seldom with difficulty. Not until the intrauterine applicator 
has been introduced is biopsy performed. Otherwise one is apt 
to be impeded by a troublesome hemorrhage. As a rule we take 
tissue for study even if a microscopic examination has been made 
beforehand. Apart from this we advise absolutely against all such 
procedures such as cauterisation and excochleation. They do not aid 
in treatment, and are attended with a risk of infection and of dis- 
semination of the growth. 

Lastly, the vaginal radium packs are fitted in and plugged 
with gauze as firmly as possible in the desired position. This 
tamponing is done in a particularly careful manner between the 
radium applicators and the posterior wall of the vagina to diminish 
the risk of injuring the sensitive rectal mucous membrane by 
increasing the distance between the source of the rays and the 
rectum. An exact application of the radium, based on a careful 
examination, and a minute observation that the radium is lying 
firmly fixed against the surface of the tumour is, in our opinion, 
one of the essential points in all radium treatment. 

At the next treatment or treatments one proceeds in a manner 
similar to the one employed on the first occasion. The radium 
packs to be applied in the vagina are suited to the changed 
appearance of the tumour. The biopsy is not repeated. We 
believe that our worse results in 1916 were partly due to the fact 
that tissue for study was taken repeatedly (cf. p. 13). 

In the majority of cases no further treatment is required after 
that just described. The patients are examined at ‘‘Radiumhemmet”’ 
once a month during the first year following their treatment, once 
every other month during the second vear, and later on at longer 
intervals. If the patient is living far away the after-examinations 
cannot be made quite so often. But, thanks to the Swedish 
Government, which pays the journey to ‘‘ Radiumhemmet ”’ and 
back for patients in straitened circumstances, poor patients, also, can 
be frequently and regularly examined after they have ceased their 
treatment. 

No further treatment is then given as long as the tumour shows 
a tendency to heal. It is useless to treat further such tumours that 
do not show a steadily progressing improvement in the first six 
months. Our attempts in 1913-1915 to Secure a good result by 
extending the treatment showed us that a repetition of the treatment 
within the first six months is only doing harm. 

If a tumour begins to grow again during the second six months 
or later, a fresh, careful treatment may be tried, though preferably 
not until about a year after the first one, and then only one 
application is made with a small dose. In this way one may obtain 
a further improvement for a short time, and in exceptional 
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cases one may eventually keep the patient in good health even for 
quite a long time. 

As a rule, a tumour which has been steadily improving for 
a year following the treatment, is clinically healed. Fairly often, 
however, one may find small persistent thickenings of the tissue 
in or close by the vaginal portion of the neck of the uterus or in the 
parametria. One does not know whether such thickenings are due 
to cancer or to some ‘‘ reactive ’’ inflammation associated with the 
treatment. In the last-mentioned cases, as well as in those clinically 
healed, we do not again treat the patient until the clinical 
aspect proves with certainty that there is a “ recurrence.’ On 
a mere suspicion, so to speak, we do not apply radium, for 
we have had, in the course of years, a number of cases in which 
we have had reason to suspect that the tumour had begun to 
grow again, but in which the suspected ‘‘ recurrence ’’ healed 
without further treatment. On the other hand, we have observed a 
number of similar cases in which there has been such a rapid 
change for the worse after the repeated treatment, that one has 
come to the conclusion that this change has been due to or has 
been hurried on by the treatment. 

In the treatment of ‘‘ recurrences’’ the procedure is varied 
according to the place where they occur. Recurrences in the 
vaginal portion of the neck of the uterus are subjected to hysterec- 
tomy, if the patient is suitable for operation. After an operation 
of this kind we have had in some cases a secondary period of 
non-recurrence, extending over several years. Recurrences in the 
vagina and the vulva are treated with radium. The result has 
been good in some of these cases, too. 

Recurrences in the parametria are treated with Roentgen rays. 
This is one of the rare occasions when we nowadays resort to 
Roentgen-treatment in carcinoma of the cervix. We have aban- 
doned the combined radium-Roentgen treatment, since we have 
found that the results were not better, but rather worse than with 
radium treatment alone. Nowadays we resort to Roentgen treat- 
ment in conjunction with the first series of radium treatments in 
those cases only in which there are extensive glandular metastases 
from the very start, for experience has taught us that radium 
treatment alone does not lead to the desired result in these cases. 
In some few cases we have seen a temporary and very considerable 
reduction in the size of metastases after Roentgen treatment, though 
this has almost without exception been of short duration. Severe 
pains, persisting in spite of the radium treatment, may sometimes 
be favourably influenced by Roentgen treatment. 

In our Roentgen treatment we do not employ the massive 
doses. On each field we make two or three exposures, each of 
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one-half or one-third of an erythema skin dose, one exposure a day 
or every second day. The exposure is generally distributed on two 
anterior fields and one backfield. Filtration through 0.5 mm. of 
copper. A spark-gap of 38cm. between the point and the disc. 
Skin-focus distance from 23 to 30cm. 


THE MATERIAL, 

This report comprises all cases of primarily radium-treated 
carcinoma of the cervix that have been treated at ‘‘Radiumhemmet”’ 
in Stockholm within the eight years period from 1914 to 1921 
inclusive. The cases are 505 in number. 

‘* Radiumhemmet ”’ is a hospital especially established for the 
radiological treatment of gynecological cases founded by the Cancer 
Society and partly supported by the Government. Surgical treat- 
ment is only employed as an adjuvant to the radiological treatment. 
In cases of carcinoma of the uterus radiological treatment only is 
practised. The patients are referred for treatment to ‘‘ Radium- 
hemmet ’’ almost exclusively by surgeons or gynecologists, mostly 
from hospitals and gynecological clinics. 

Only exceptionally in the first five years embraced by this 
report did we treat any but inoperable cases and_ technically 
operable cases in which a radical operation was considered contra- 
indicated for some reason or other (cardiac or pulmonary disease, 
poor general condition, and such like). 

The chief reason for this procedure was that Forssell on repeated 
occasions during this period stated as his opinion that until further 
experience had been gained cases suitable for treatment by 
hysterectomy should be operated upon. He considered that one 
should first of all obtain sufficient experience of the radium treatment 
in those locally concentrated cases in which an operation was 
contra-indicated, and only after this was the radium treatment to be 
extended to the operable cases if the results pointed in that direction. 

In the course of 1919-1920 ‘‘ Radiumhemmet’’ was able to 
present a report on its first results after a period of observation 
of five years (Svenska Lakartidningen, 1920, No. 5; ‘‘Strahlenthera- 
pie,’ vol. Ixi). In these papers I gave an account of the course of 
66 cases treated in 1914 and 1915, 33.3 per cent. of which were 
still alive five years after the commencement of the treatment. Our 
results were considered such a strong argument in favour of the 
radium treatment that surgeons and gynecologists of Sweden 
began more and more to restrict the operative therapy. In about 
1920 several of our leading gynecologists gave up operating on 
carcinoma of the cervix uteri. In the following years we received, 
as a consequence of this, an ever-increasing number of operable 
cases. The inoperable cases are, however, still predominating, and 
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as late as 1921 the inoperable plus the borderline cases constituted 
63.5 per cent., while 36.5 per cent. were operable. 

The proportion is illustrated by the following analysis, showing 
the number of inoperable plus borderline cases of the different 
years :— 


TABLE I. 
1914 inoperable plus borderline cases 88.5 per cent. 





1915 ” ” ” ” 97-5 ” 
1916 ” ” ” ” 93-6 +s 
1917 ’ ” ” ” 88.9 + 
1918 ” ” ” ” 87.8 as 
1919 ” ” ” ” 76.3 ” 
1920 9 9 9s » 68.1 ‘i 
192! ‘5 9 9 ” 63-5 ” 


In Verh, d. Deutsch. Ges. {. Gyn., 1920, p. 146, Kehrer (of 
Dresden) criticized one of my earlier papers (Arch. f. Gyn., 
vol. 108), and expressed his astonishment at our small number of 
operable cases. He insinuates that we have drawn the boundaries 
of the operable cases suspiciously narrow. In that paper of mine 
which Kehrer criticized | had explained clearly, just as I have done 
here, why our material chiefly consists of inoperable cases. The 
explanation, as will be evident by what I have said before, is solely 
this, that during all these years mostly inoperable cases have been 
sent to ‘‘ Radiumhemmet”’ to be treated. I sincerely hope that 
this point will now be clear to anybody who will and can read print. 

As a matter of fact, the number of inoperable cases has been 
even greater than what is shown by Table I. At such times when 
the number of patients applying to the hospital for treatment has 
been great it has been impossible for us, from considerations of 
space, to receive them all. At times we have had to turn away 
patients, and then, of course, the most advanced cases first. The 
total number of cases that have applied but not been admitted for 
treatment is 41, te., 7.5 per cent. of all those applying. All 
patients received for treatment are included in this report, whether 
the treatment has been pursued or not. Patients who have received 
palliative treatment are also included. The classification of the 
cases into operable and inoperable has been followed according to 
common principles. Such cases, in which the operation has been 
technically possible but contra-indicated on account of some com- 
plication, have been included in those operable, 

A thorough and minutely organized control of the patients 
has inade it possible for us not to lose sight of a single patient 
during all these years. All the patients from 1914—1918 have 
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been examined five years after the commencement of their treatment, 
with the exception of three from 1918, who have written to us in 
November 1923 to let us know that they were in good health. All 
the patients treated in 191g, who are still alive, have been examined 
at the end of four years, and all but three of those treated in 1920 
at the end of three years, and these three have informed us by letter 
that they are free from subjective symptoms. There are thus in our 
statistics no gaps for patients disappeared, uncertain or such like. 


TABLE 2. 
The Distribution of the Cases. 
1914 26 cases 11.5 per cent. operable 
1915 AO %; 2.5 ” ” 
1916 by ae 6.4 3 3 
1QI7 68 i Fed ‘5 45 
1918 AT <5; 1232 . 3 
1919 76, 23-7 » 
1920 - 31.9 m ” 
1g21 ms « 36.5 " ” 


The borderline cases are not included among those operable. 
They constituted together 7.3 per cent. (reaching their lowest figure, 
5.2 per cent., in 1921, and their highest, 9.8 per cent., in 1918), 
averaging 7.9 per cent. a year. 

The inoperable cases averaged 91.3 per cent. in the five first 
vears, being lowest, or 87.8 per cent., in 1918, and highest, or 97.5 
per cent., in 1915. The number of inoperable cases has decreased 
in the last three vears, the figure dropping from 76.3 per cent. in 
1919 to 63.5 per cent. in 1921. The explanation of this fact has 
already been given (p. 9). 

The ages of our 505 cases were :— 


TABLE 3. 


40 years or less... g6 cases 19.01 per cent. 
41—45 years ae TO 435 13.86 a3 
46---55 5, ods wi a 33.86 5 
56—65_—s«a, ane 132 4; 26.14 . 
above 65 ,, ee RO <5 6.13 ‘g 


In round numbers, then, one-third of the cases were 45 years old 
or less, one third had an age of from 46 to 55 years, and one-third 
were more than 56. 

When I employ the expressions symptom-free or clinically 
healed in the following pages I mean that the patients are free 
from subjective symptoms and able to work, and that cancer could 
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not be proved on examination. It is only natural that at the 
moment O7 preparing statistics one is sometimes doubtful as to how 
a particular case is to be entered. Such a hesitancy is most often 
caused by the condition found on vaginal and bimanual examina- 
tion being difficult to interpret. The subsequent course alone is 
in that case able to clear the matter up. In spite of all experience, 
every care in the examination and the greatest caution in the 
interpretation of the case, mistakes can be made in either direction. 
In those doubtful cases which J have included in my statistics as 
symptom-free the changes have been but little marked, and the 
condition has been stationary for at least a year (cf. p. 12). 
All the patients that have died have been counted as dead of 
cancer, although in two of these cases (one of which died of hemi- 
plegia, the other of acute pneumonia) cancer could not be proved 
at the post-mortem examination. 


TABLE 4. 


RESULTS. 
Symptom-free Five Years after the Commencement of the Treatment. 
Of 26 cases 1QI4 9 26.9 per cent. 
» fO IQI5 13 32-5 ” 
Po a 1916 4 8.5 
» 03 1917 9 4G 5 
— 53 1918 11 26.8 “i 


Of a total of 217 cases, 44 (20.29 per cent.) were symptom-free 
five years after the commencement of the treatment. 

The figure 20.29 per cent. is, however, hardly a correct represen- 
tation of the results which can really be obtained by our method. 
As | shall explain directly, the average figure ought to be raised a 
little. From Table 4 it will be seen that the results of the years 1916 
and 1917 have to an essential degree been so much worse than those 
of the years 1914, 1915, and 1918 that the total result is materially 
affected. One can quite well imagine that this might be due to such 
inevitable changes as are well known from the statistics of operations, 
for instance. However, after having studied closely the factors that 
might have caused the poor results in 1916 and 1917, I venture to 
entertain the opinion that this is not the case. And as this question 
seems to me to be of the greatest interest, | shall here enter more 
fully into it. 

First of all, then, | am going to show, by means of figures from 
the vears after 1918, that the five-years-result for these years will 
probably be the same as that of the vears 1914, 1915 and 1918. 
And then I shall try to explain the causes of the reverse in 1916 
and 1917. 
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I have worked out the number of symptom-free cases one year, 
one and a half years, two, three and four vears after the commence- 
ment of the treatment. From these calculations it appears that the 
number of symptom-free cases for 1914, 1915 and 1918 were :— 


TABLE 5. 
After 1 year between 37.5 and 46.3 per cent. 


‘ss 15, - “Ss , #5 ‘5 
. 2 years o 5 , Bb ‘s 
” ! ” ”’ 30.8 oF 32-5 ” 
» 4 ” ” 20.9 5, 32.5 ” 
” 5 ” ” 26.8 ” 32-5 ” 


The corresponding figures for the three last years embraced 
by this report are :— 
TABLE 6. 
1921, after 2 years, 39.1 per cent. 
1920, 5, 3 » 30.9 ” 
1910; 4 4 » 278 99 


We find thus that the result of these last years is at present 
on a par with the good results observed at a corresponding time in 
1914, 1915, and 1918. And the result, judged after five years, will 
probably be similar, though surprises, in consideration of the small 
yearly number of cases treated, might of course occur. 


To give an exact statement of the causes of the poor results 
obtained in 1916 and 1917 is not an easy thing to do. 

There are two main groups of factors which | think ought to 
be considered in an enquiry of this kind. 

In the first group I include those factors which may be regarded 
as due to the material itself: the number of young patients, or of 
inoperable or hopeless cases, of cases complicated by gravidity or 
previous severe operative treatment (exploratory laparotomy, and 
the like). 

To the second group belong the factors due to faults in the 
treatment: irregular, delaved, unfinished treatment, too large or 
too small doses of radium, repeated removal of tissue for micro- 
scopical examination. 

Of all these factors an unevenly distributed operability is hardly 
of any consequence, as may be seen from Table 1. The 
variations in age are probably also of secondary importance. The 
fact that 6.3 per cent. of the cases of 1917 were below 30 years of 
age may possibly be of some significance, whereas the correspond- 
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ing highest figure for the other years is 2.5 per cent. But more 
about this later, 

Concerning the other factors mentioned above, | have proceeded 
as follows. After having examined every case from 1916 to 1920 
inclusive, and put a ‘‘ mark ”’ against all the cases in which one or 
more of these factors have been provable, | have worked out the 
number per cent. of ‘‘ faultless ’’ cases and have found them to be 
51—63.2 per cent. in 1918, 1919 and 1920, 39.7 per cent. in 1917, 
and only 14.9 per cent. in 1916. 

A close scrutiny shows, further, that the remaining factors of the 
first group (hopeless cases, complications by gravidity, previous 
severe procedures) are of a comparatively small importance. The 
hopeless cases are fairly evenly distributed between the five years 
in question. The complicated or operated cases are even fewer in 
1916 and 1917 than later. 

The main cause has therefore probably to be looked for among 
the factors of the second group: the treatment not carried out in 
accordance with our principles, 

Two circumstances are to blame for this. The one which was 
associated with the publication of our first paper, which, in view 
of our successful results, caused the number of patients applying 
for treatment to be far in excess of that we were able to deal with, 
because of our limited supply of radium. The other was the 
excessive enthusiasm to which I plead guilty when Forssell, from 
1916 forth, left the gynzcological treatment entirely to me. 

During these years I admitted too many patients. They had 
to wait a long time before I could treat them, the treatment became 
irregular, and our supply of radium had to be divided among so 
many that several patients got too small a dose. In this way 
17 per cent. and 4.8 per cent. of the patients were treated irregularly 
in 1916 and 1917 respectively, whereas this happened in 2.4 per cent. 
at the highest during the following years. In 1916 and 1917 
31.9 per cent. and 20.6 per cent. respectively were treated with too 
small doses (less than 3000 mgm. el. hours in the vagina), whereas 
the corresponding figure for 1918—1920 was 4.1 per cent. 

To the account of my enthusiasm I must also put down the 
- repeated removal of tissue during the treatment in 1916. Profuse 
hemorrhage was the result in some cases, and here the damage 
is obvious. In other cases an impaired tendency to heal or a 
dissemination of the tumour may have been the cause of the 
unhappy issue. In short, of the 14 patients, in whom tissue for 
study was taken three times or more, none are alive, and only 
one lived more than a year and a half. 

I think then I have shown that the cause of the worse 
results in 1916 and 1917 must be sought in shortcomings of the 
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treatment, and thus in circumstances which can be avoided, and 
that these poor results have not been repeated in the subsequent 
vears. For this reason we may certainly also feel warranted in 
considering that the average figures of the symptom-free result 
obtained by our method of treatment, judged after a period of 
five years ought rather to be fixed somewhere between 26 and 30 
per cent. 

The question of the healing-results in the various ages offer a 
special interest, 

It is common experience that the prognosis in carcinoma of the 
cervix is less favourable in the voung than in the old. From 1914 
to 1918 we treated 42 cases that were 40 vears of age or less. Six 
of them (14.3 per cent.) were still symptom-free after five years. 
The above-mentioned results in 1916 and 1917, which were less 
good all through, are here telling in an eminent degree. Not one of 
the 12 cases from 1916, and only one of the 10 cases from 1917, 
lived for five vears; the remaining ones died within two years. 

If, for reasons stated above, I do not take these two years into 
consideration, the results of the different vears will be as follows :— 


TABLE 7. 


Symptom Free (after five, four, three, and two years respectively). 


1914, 26.9 per cent. of all cases and 16.7 per cent. of the young (5 vrs.) 
1915, 32.5 a se les. SZ. — gs ” « @ ww) 
1918, 26.8 - re 5 yy 207 a - i a i 
1919, 27.6 yy ” yo 333 ow ” » (4 ») 
1920, 39.9 9 ‘ aye iy SACO) ‘5 » as 
1921, 39.1 5 a Se ee 605°) “ ne ne Ge «3 


These figures concerning a small number of cases in which the 
operability has not been taken into account, lead us to state that 
the radium treatment might have a not less favourable effect on 
young patients than upon those of older age. 

In order to render it possible for anvbody who desires to draw 
a comparison between our radiologically treated cases and those 
operated on by himself or by somebody else, I here state the course 
of our operable and borderline cases together. 

During 1914 to 1918 inclusive we treated altogether 36 of these 
cases (19 operable cases, 17 borderline cases). Of these 14 (40.5 
per cent.) were still symptom-free after five vears. Here, too, the 
average result is unfavourably influenced by the poor results of 
1g16 and 1917 (28.6 per cent. and 27.3 per cent. respectively, whereas 
the result for the other three years was nine symptom-free out 
of 18 cases (50 per cent.). 
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TABLE 8. 
In 1919, 23 cases were treated; 11 (47.8 per cent.) were still 
symptom-tree after 4 years 
In 1920, 40 cases were treated; 24 (60.0 per cent.) were still 
symptom-free after 3 years 
In 1921, 48 cases were treated; 28 (58.3 per cent.) were still 
symptom-free after 2 vears 


In comparing the results of cases which have been operated 
upon with those radiologically treated but nevertheless operable, 
one ought to bear in mind— 


1. That the result with the radium treatment is obtained with a 
very small primary mortality (cf. p. 17). 

2. That in a considerable number of inoperable cases (1914— 
1918, 30 cases out of 181=16.6 per cent.) clinical healing has been 
secured which has persisted for at least five vears. 

3. That of the remaining inoperable cases (technically operable 
cases are not included) nearly 20 per cent. on an average, 
some years more than 25 per cent., have still been svmptom-free 
three years after the commencement of the treatment. 

4. That in the majority of treated cases, even though a complete 
absence of symptoms has not been secured, a more or less lasting 
improvement has been obtained which has been of great importance 
to the patient. 

5. That the radiological method of treatment probably still has 
great possibilities of further development. 

But, on the other hand, it must be emphasized that to ensure 
a good result the radium treatment, as well as the surgical treatment, 
requires a strict planning, a technique carefully carried out, and a 
fair share of experience. In the hands of the inexperienced it is 
attended with great risks without affording any chances of obtain- 
ing results comparable with those that can be obtained by the 
operative treatment. 


THE CouRSE OF THE DISEASE AFTER RADIATION AND THE LESIONS 
CAUSED BY THE TREATMENT. 

The symptoms begin to improve fairly soon after the radium 
treatment. Within two months the general condition of the patient 
has, as a rule, been materially improved, haemorrhage, discharge 
and pains have ceased. Cases in which there have been no improve- 
ment within two months are almost without exception refractory to 
radium treatment by the technique emploved by us. The tumour has 
disappeared, in the majority of the cases that heal, from two to 
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three months after the treatment, an atrophic vaginal portion 
having been reformed. In many cases, however, the complete 
disappearance of the tumour takes a long time, and even six months 
after the termination of the treatment healing is not out of the 
question in such cases that are not symptom-free then, but which 
have steadily improved. If a recurrence in loco sets in after a 
clinical healing has been obtained, it will usually manifest itself 
within the first year. Such a recurrence appears, as it seems, in most 
cases just about one vear after the first treatment, Glandular “‘recur- 
rences ’’ or ‘‘ metastases’? may appear years after the symptoms 
have disappeared. If pain occurs in a clinically healed patient 
(especially pain in the back, when the patient is resting), or 
persistent fever or anemia, cachexia, swelling or pains in the leg, 
pyo- or hydro-nephrosis, this signifies in nearly all cases that cancer 
is present somewhere in the pelvis, in the glands, or in the skeleton. 
But it may nevertheless be impossible to demonstrate the focus 
clinically or roentgenologically until a long time after the appear- 
ance of these symptoms. In some of our cases the patient has died 
kachectico modo, the most minute examination shortly before her 
death failing to reveal the cause, which only became evident at the 
post-mortem examination. It was then found that death was due 
to broken down glands, dissolving foci beneath the psoas muscle, 
or such like. (No cases of this kind have been included among 
those that have been characterized doubtful on page 11.) 

The rectal lesions and the infections are the only complications 
and troubles worth mentioning which we occasionally meet with. 

Nowadays we very seldom find any extensive fibrous-tissue 
formation. This used to occur at a time when we had not learnt 
how to avoid overdosage, and when we repeated the treatment too 
frequently. But even then there were hardly any fibrous-tissue 
formations that caused a serious rectal stenosis or compression of 
the ureters. The only kind of fibrous-tissue formation we find 
nowadays is a thickening of the parametrium, having the thickness 
of a pencil or of a little finger at most. Excessive ‘‘ fibrous-tissue 
formations ”’ 


’ 


prove themselves in most cases to be cancer. 

The rectal injuries manifest themselves as a rule from four to 
six months after the treatment. The patient experiencs an irritating 
feeling of pressure towards the anus, more or less troublesome 
tenesmi, and blood-stained mucous evacuations. In some cases the 
pains can be very severe. The bleeding may persist for vears 
and may be of such a severe nature as to constitute a serious danger 
to the health and life of the patient. The pains very seldom 
persist for more than a couple of months, 

The objectively observable changes may run through all stages, 
from a slight oedematous infiltration of the rectal mucous membrane 
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to a diffuse oedema with a surrounding fibrous-tissue formation, 
ulceration and fistulz. The rectal lesions are due to overdosage. 
In our method of treatment (3 to 4 mm. lead filter) the severe kinds 
of injuries have occurred at a dose exceeding 4700 mgm. element 
hours. Since 1915 we have not had a fistula due to the radium 
treatment. At a total vagina! dose of 4500 mgm. el. hours or less, 
on the other hand, severe tenesmi, rather serious rectal bleedings, 
and even ulcerations, may occur occasionally. We do not know 
what this sensibility of some patients is due to. Forssell has been 
able to prove syphilis in several cases displaying such a sensibility, 
and it does not seem impossible that the cause is to be found in 
vascular changes produced by syphilis and arteriosclerosis. 

The bladder is much more resistent than the rectum. Tenesmi 
of the bladder do occur sometimes; they usually come on 14 days 
after the treatment, and in our cases have always been mild. 

The infections manifest themselves as sepsis, diffuse peritonitis 
or pelvic peritonitis. The two first nearly always end in death. 
In radium treatment, as well as in radical operations, we have 
therefore to consider a primary mortality. The cause of death 
in most of the patients who die from the treatment is sepsis or 
diffuse peritonitis. From 1914 to 1921 inclusive we have lost 
altogether six cases (1.19 per cent.) in this way. One of these 
died from a pulmonary embolism, and the remainder all died of 
infection. 

Pelvic-peritonitis and purulent adnexa complications occur now 
and again in spite of every precaution in the treatment. Occa- 
sionally the illness is serious and of long duration. These complica- 
tions occur not only after intrauterine treatment, but also after 
vaginal application of radium alone. 


SUMMARY. 

TECHNIQUE. 

1. Asa rule three applications of radium only are made, 

2. The second application is made one week after the first 
application, and the third application three weeks after the second. 

3. If possible, radium is applied at each treatment both in the 
vagina and in the uterus, 

4. The length of time of each application of the radium is 
22 hours. 

5. 33-7 or 40.1 mgm. el. is used in the uterus three times, making 
a total dosage of about 2220—2640 mgm. el. hours, 

6. 7omgm. el. is used in the vagina three times, making a 
total dosage of about 4500 mgm. el. hours. 

7. The radium is always filtered through 3-4 mm. of lead. 


c 
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8. During the last three years a more concentrated treatment 
has been tried, the number of applications being reduced to two, 
32 and 24 hours respectively. In such cases the total vaginal dose 
has been limited to 4000 mgm. el. 

g. All operative interference at the commencement of the treat- 
ment, such as cauterization and excochleation, is absolutely contra- 
indicated. 

10. The treatment is never repeated within the first six months, 

11. If, six months after the three applications already men- 
tioned, the growth has not disappeared or if there is a recurrence 
the treatment may be repeated, though preferably not until a year 
ater the first treatment. Only one application is then made. 

12. Clinically healed patients, as well as patients with a suspected 
reactive ’’ inflammation, are not treated again until a recurrence 
has been definitely proved. 

13. If there is a local recurrence and the growth is operable 
hysterectomy is performed. 

14. If there are extensive glandular metastases Roentgen 
irradiation is used in conjunction with the radium treatment. It is 
also used if severe pains persist after the radium treatment and if 
there is a recurrence in the parametria. Massive doses are not 
employed. 


oe 


MATERIAL. 

1. Period dealt with in this report, 1914—1921, eight vears. 

2. Number of cases with carcinoma of the cervix, primarily 
treated, 505. 

3. Inoperable and border-line cases, 1914——1918=91.2 per cent. ; 
I91g——1921 = 68.4 per cent. 

4. One-third of the patients were under 46 years of age; 19.1 per 
cent. were 40 years of age or under. 

5. All the patients who died have been counted as dying of 
cancer. 


RESULTS. 
1. Total Cases. 
1914 1918 20.29 per cent. free from svmptoms after 5 years, 


IQI9 27.6 99 ” ” ” 4 ” 
192C 30.9 ” ” ” ” 3 ” 
192! 39. 1 ” ” ” ” 2 ” 


For the results of 1916 and 1917, which were materially worse 
than those recorded above, and which reduced the average figure 
1914 1918, the reader is referred to the paper. 

















Carcinoma of the Uterine Cervix 


2. Operable or Borderline Cases. 
1914—1918 40.5 per cent. free from symptoms after 5 years, 
1919 47-3 ” ” ” ” + ” 
1920 60.0 a a ” ” 3 ” 
1921 58.3 ‘i s 9 » 2 45 


3. Inoperable Cases. 
1914—1918 16.6 per cent. free from symptoms after 5 years. 
Of the remainder 20 to 25 per cent., varying with the year, were 
free from symptoms after three years. 

4. Local recurrence, if it takes place, occurs, as a rule, in one 
year. 

5. Glandular recurrence and metatases may supervene after 
years of apparently good health. 

6. Pain, anzemia, fever, nearly always indicate the presence of 
cancer in the pelvis. 

7. Complications due to the radium treatment are chiefly rectal, 
which appear, as a rule, six months after the treatment, and are due 
to overdosage and include tenesmus and hemorrhage. Since 1915 
there has not been a case of fistula. Five patients died of diffuse 
peritonitis and sepsis as the result of the treatment and one of 
pulmonary embolism. 

8. The primary mortality is 1.19 per cent. 


Chemical Observations on the Toxemias of Pregnancy, with 
special reference to Liver Function in relation to Induction 
of Premature Labour.* 


By 


Comyns BERKELEY, M.A., M.C., M.D. (Cantab.), F.R.C.P. (Lond.), 
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Chemical Pathologist to the Middlesex Hospital; Lecturer in 
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to the City of London Maternity Hospital; 
and 
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Late Assistant in the Biochemical Department, Middlesex Hospital ; 
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(From the Biochemical Department of the Bland-Sutton Institute 
of Pathology, Middlesex Hospital.) 


THE toxzemias of pregnancy have received so much attention in the 
past few years that perhaps some explanation is needed for the 
publication of yet another series of examinations on this condition. 
The object of these investigations was twofold: firstly, to try to 
obtain information of value to the clinician from the point of view 
of prognosis, and secondly to attempt to demonstrate antemortem 
disturbances in the liver. ‘From a study of the results of our 
investigations it becomes obvious that these two purposes merge 
into one. No attempt was made at this stage of the investigation 
to determine the cause of eclampsia, since it was felt that results of 
more immediate interest could be produced by following the course 
suggested above. We have attempted, by careful chemical 
analysis, to ascertain the chemical indications for the termination 
of pregnancy complicated with albuminuria. 

As the literature on this subject is already so vast it is all but 


* Read at a meeting of the Obstetric Section, Royal Society of Medicine, Feb. 10. 
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impossible to summarize the existing views. A very full review 
is given in a paper in the Journ. of Obstet. and Gynecol. of the 
British Empire by De Wesselow.! As this author points out, the 
great majority of investigators have devoted their researches to the 
renal factors, whilst comparatively few have worked on the hepatic 
side of the question. With regard to the renal aspect, De 
Wesselow states that the estimation of blood urea, and the urea 
concentrating powers of the kidney form the safest means of deter- 
mining whether a pregnancy should be terminated. According to 
him, a blood urea content of 4o milligrms. per cent. or over 
indicates a serious amount of renal damage and is an indication for 
induction of labour. 

Also, if the urea concentration test of Maclean shows a concen- 
tration below 2 per cent. induction should be performed. 

De Wesselow further states that up to the present no observer 
has been able to demonstrate hepatic involvement with any 
constancy. 

Using the estimation of blood lipase, fibrinogen content and 
nitrogen partition methods as tests of hepatic efficiency this author 
was unable to demonstrate any constant changes. Whilst our 
findings are in general agreement with those of De Wesselow we 
wish to emphasize certain differences. Perhaps the most important 
of all is that a close examination of our figures shows that the blood 
urea content does not form an infallible guide to the prognosis. 
In fact it is not going too far to state that it is impossible to judge 
with certainty even the amount of nitrogen retention from an 
estimation of blood urea alone. 

It is quite common to find a case showing very severe clinical 
symptoms with a comparatively low blood urea and vice versa. 
This does not apply to the toxzemias of pregnancy alone, but to all 
cases in which there is derangement of renal function. Thus in a 
series of cases examined at the Middlesex Hospital during the past 
three years it has been found that the amount of nitrogen retention 
bears little or no relation to the severity of renal lesions, as shown 
by post mortem and clinical examination. Also we claim to have 
demonstrated, in certain groups of our cases, definite hepatic 
disturbance, using quite different methods and tests from those 
employed by De Wesselow. 

These statements, it is hoped, justify the addition of yet another 
paper to the already massive literature on the subject. 


Types OF CASES EXAMINED. 
All the cases included in this series were either in- or out- 
patients of the Middlesex Hospital, or of the City of London 
Maternity Hospital, and were under the care of one of us (C. B.). 





Journal of Obstetrics and Gynecology 


INVESTIGATIONS PERFORMED. 


1. Blood urea and blood non-protein nitrogen. 

These examinations were made by Kennaway’s*? method in the 
majority of the cases, although in the later cases we employed the 
colorimetric methods of Folin. A series of blood analyses were 
made to ascertain if these two methods gave comparable results, 
and it was found that the two methods give practically identical 
figures, 

2. Urinary analyses. 

Estimation of urea, ammonia, total nitrogen and ammonia 
coefficient by the familiar methods. Rothera’s test for acetone 
bodies and the ferric chloride test for aceto acetic acid were done 
in all cases. The urinary diastase was estimated by Dodds’ 
modification of the Wohlgemuth method, buffering to a H of 6, I. 
(Thus eliminating any effect due to variations in the acidity of the 
urine.) 

I1.—Tests or HEPATIC FUNCTION. 

In this investigation we employed the same methods as were 
used by one of us (E. C. D.),4 working with H."MacCormac, when 
investigating the toxic effect of the salvarsan treatment of syphilis 
on the liver. A very large number of cases were examined in this 
series, and hence a wide experience of these tests was gained. All 
the tests employed were based on changes in the pigmentary 
functions of the liver. It will, perhaps, be admissible to consider a 
few of the underlying facts on which these tests depend. It is 
essential to realize, at the outset, the very great difficulties facing 
the investigation of hepatic function. 

It is impossible to demonstrate fine hepatic changes by metabolic 
changes, since the work of F. C. Mann® has shown that four-fifths 
of an animal’s liver can be removed without causing any symptoms 
other. than shock from the operation. If more of the liver be 
removed the animal has convulsions, as the result of hypoglycaemia, 
and can be instantly revived by the administration of glucose 
solutions, This after all is only the experimental confirmation of 
what is frequently seen clinically. A liver may be riddled with 
secondary deposits of malignant growth, and vet the only symptom 
of deficiency in its function is jaundice. Both clinical and experi- 
mental evidence points to the remarkable powers of a_ badly 
damaged liver to carry on its normal functions, and at the same 
time to the impossibility of demonstrating fine hepatic lesions by 
means of tests depending on the metabolic functions of the liver. 

The estimations of the lipase and fibrinogen content of the blood 
have been found to give inconstant results, hence they were not 
emploved in this investigation. 
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Examination of the pigmentary function of the liver was found 
to give the most constant and reliable results. It is necessary to 
obtain something more delicate than the mere testing of the blood 
and urine for bile pigments by the familiar tests, since these do 
not become positive until the hepactic lesion is far advanced. 
Throughout this work we employed, in addition to the familiar tests, 
very delicate reactions for bile pigments and their precursors, 
urobilin and urobilinogen. 

It will be remembered that bile pigments are converted in the 
intestine into a number of substances, the most important of which 
are urobilin and its precursor, urobilinogen. 

These changes are brought about by bacteria. Urobilinogen 
and urobilin are absorbed into the circulation, and are picked out 
by the liver cells, and re-excreted into the bile as bile pigments, 
biliverdin and bilirubin. A very small amount of urobilin is 
excreted normally into the urine, and special tests are required to 
demonstrate its presence. Damage to the liver cells causes them to 
lose this property of converting urobilin into bile pigments, with 
the result that this body accumulates in the blood, and is excreted 
into the urine in easily demonstrable amounts. This change 
precedes the appearance of actual bile pigments in the urine by a 
considerable time. Thus tests for urinary urobilin are quite 
strongly positive in the preicteric stage of acute catarrhal jaundice. 
In three cases examined, the tests were strongly positive three days 
before jaundice developed. 

We have also employed Fouchet’s test for bile pigment in blood. 
The originator of this reaction claims that the test gives positive 
results in very high dilutions of bile-containing solutions. We 
have been able to confirm his statements completely, finding ‘hat 
the test was positive up to a dilution of 1 in 60,000. 


MetuHops EMPLOYED. 
Fouchet’s reaction. 

To three drops of serum on a white porcelain surface, three 
drops of the reagent (20cc,. H,O, 2cc. of 10 per cent. FeCl,, 
5 grm, trichloracetic acid) are added. A white coagulum results 
‘from the preciptation of the serum proteins by the  trichlor- 
acetic acid contained in the reagent. If the reaction is positive 
the coagulum turns a greenish-blue colour, reaching a maximum 
in about 20 minutes. 


Tests for Urobilin and Urobilinogen. 

Ehrlich’s aldehyde reaction: To 5 ccm. of urine two drops of a 
3 per cent. solution of paradimethylaminoazobenzaldehyde in 50 per 
cent. HCI are added. If the test be positive, the resulting mixture 
becomes deep red. Occasionally it is necessary to warm the solu- 
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tion to bring about the reaction. This test, when positive, demon- 
strates the presence of a pathological amount of urobilinogen. 

Schles:nger’s test for urobilin: 2zoccm. of urine is acidulated 
with acetic acid and then the urobilin is extracted by inverting 
with 5 ccm. of amyl alcohol. The amyl alcohol layer is pipetted 
off and a few drops of a 1o per cent. alcoholic solution of zinc 
chloride are added to it. If a green fluorescence develops the test is 
positive; in addition the characteristic spectrum can be observed. 
A positive reaction demonstrates an excess of urobilin. 

For the detection of bile pigments and salts the familiar—but 
unreliable as regards our special purpose—Gmelin’s, Hay’s and 
iodine tests were employed. 


Estimation of Blood Lipase. 

The tests depending on the lipase content of the blood are 
based upon observations by Whipple, who showed that after 
chloroform poisoning the lipase concentration of the serum rose, 
and that this increase could be prevented if the liver was ‘‘ cut out ”’ 
of the circulation. He suggested the estimation of blood lipase as 
a test of hepatic function, and this method has been used in this 
country by Mackenzie Wallis. 

We employed the method of Lowenhart. Into four test tubes 
1ccm. of serum is placed, together with 0.3ccm. of toluene to 
prevent decomposition; 3ccm. of water are then added to each 
tube, making the total volume 4.ccm. To two of the tubes 0.26 ccm. 
of ethyl butyrate is added, and all four tubes are incubated for 
18 to 24 hours in an incubator at 37°C. At the end of this 
time the tubes are removed, and a drop of azolitmin solution is 
added to each. The tubes containing serum alone are alkaline, 
and are titrated with N/1o acid. The other tubes, in which the 
lipase will have produced butyric acid, are acid in reaction, and are 
consequently titrated with N/1o alkali. The amount of lipolytic 
action is the sum of the mean amount of acid and alkali used. 
Normally, this is between 0.2 and 0.3 ccm. 

To be of value as evidence, any series of tests must satisfy two 
criteria ; they must singly or in combination be capable of returning 
positive results when the defect they claim to demonstrate is 
present; at the same time they must be of such a nature that 
they do not give positive evidence when normal conditions exist. 

Hlay’s, the iodine, and Gmelin’s tests failed to satisfy the 
standard of accuracy aimed at. On the other hand, we believe 
that Ehrlich’s aldehyde test, Schlesinger’s test, Fouchet’s test, 
and the lipase test are trustworthy, as shown by the following 
investigations undertaken to test their reliability. 

Negative controls were made on a series of sixteen students, and 
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also on sixteen patients who had been admitted to hospital for 
conditions which did not involve the liver, and in whom, therefore, 
the liver functions might be assumed to be normal. In every case 
the tests as applied to the urine and blood gave negative results. 
This series of 32 cases indicates that the tests are so far reliable 
in that they do not give positive results when the liver is function- 
ing normally. 

The group of positive controls carried out at the Middlesex 
Hospital demands full consideration ; details are given below. 

Case 1. C. A., female, aged 50 years, under the care of Dr. 
Essex Wynter. On admission, the patient was jaundiced, and 
presented a palpable mass in the left hypochondrium. All tests 
strongly positive, post-mortem examination confirmed the diagnosis 
of a carcinoma of the gall-bladder. 

Case 11. Mrs. S., aged 60 years, under the care of Dr. Wynter. 
On admission slight jaundice, with enlargement of the liver. A 
diagnosis of cirrhosis of the liver was made and verified post 
mortem. Here all the reactions were positive. 

Case 10. F. B. (under the care of Dr. Izod Bennett). The 
patient was a heavy drinker and presented the signs of alcoholic 
cirrhosis with enlarged liver. All reactions positive, except Gmelin 
and iodine tests. Lipase 0.6. 

Case Iv. H.R., aged 28 (under the care of Dr. Cockayne). 
Enlarged liver; no jaundice. All reactions positive except Gmelin’s 
and iodine tests. Lipase o.5. Diagnosis: early cirrhosis. 

Case v. H.N., aged 22 (under the care of Dr. Cockayne). 
Jaundice started when 15 and has continued. Nosymptoms, Liver 
enlarged. Fragility of corpuscles increased. Clinical diagnosis : 
Hanot’s cirrhosis, All reactions positive. Lipase 0.7. 

Case vi. H.B., male, aged 8 (under the care of Dr. Bennett). 
Three weeks before admission this child had acute catarrhal 
jaundice, but the jaundice had practically disappeared when tests 
were made; a slightly enlarged liver could be detected. All 
reactions positive. Lipase 0.5. 

Case vil. E.H., female, aged 65 (under the care of Mr. Sampson 
Handley). Jaundiced when admitted and gall bladder distended. 
At this stage all reactions were positive. After six weeks the 
jaundice and distension of the gall bladder had disappeared. All 
reactions were again positive at this stage except the iodine and 
Gmelin tests. Lipase 0.4. 

Case vill. Male, aged 14 (under the care of Dr. Bennett). 
-atient had severe indigestion and ‘*‘ felt ill.’ All reactions positive 
except the iodine and Gmelin’s reactions. A week later the patient 
developed acute catarrhal jaundice. Lipase, 0.5. 

These eight positive controls are summarized briefly in Table I. 
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TABLE I.—POSITIVE CONTROLS. 


Blood ao 


E 
Urobilin 
Iodine 
Hay 
Gmelin 


hrlich 
Aldehyde 


Douche 


Summary 
Carcinoma of gall bladder ; 
jaundice _ oe 
Cirrhosis; slight jaundice ... + 0.5 
Fatty infiltration; early cirr- 
hosis (?); no jaundice i a FOO 
Early cirrhosis; no jaundice... + 0.5 + 
Hanot’s cirrhosis ue? gee Se 
Acute catarrhal jaundice ~ o5 + 
Biliary obstruction; jaundice 04 + + + 
Acute catarrhal jaundice —... 05 + + - + 


Owing to the highly satisfactory nature of these tests in the 
series of syphilitic cases, it occured to one of us (E.C.D.) that 
interesting information might be obtained through their application 
to the toxeemias of pregnancy. 

In the following record of our cases the results of these tests 
will be contrasted with those of the more classical, such as estima- 
tion of blood urea and non-protein nitrogen. 

All the analyses were made in the Biochemical Department of 
the Bland Sutton Institute of Pathology, Middlesex Hospital. 


In Table II will be seen the result of a series of analyses on 
normal cases of pregnancy. It was found that all the pathological 
cases examined fell naturally into three groups: 


Group I was composed of patients with no symptoms, in whom 
the albuminuria was discovered by routine examination 
within the ante-natal or out-patient department. 

Group II consisted of albuminuria with definite symptoms and 
signs, such as headache, vomiting or oedema. 

In Group III were included the severe cases of eclampsia or 
threatened eclampsia. All cases in this group either had 
definite convulsions or pregnancy was terminated by 
induction. 


Below will be found the clinical histories of our cases grouped 
as described above. 

For convenience of comparison the results of analyses have 
been set out in tabular form, 





Toxemias of Pregnancy 
Clinical Records of Cases. 


Group I.—Tas -e II. 
Cases with albuminuria unassociated with symptoms. 


In the majority of these cases the albuminuria was discovered 
accidentally in the routine examination of urines within the ante- 
natal department. 


Case No. 1. Age 30, 3-gravida. No previous history. Albumin, 
25 parts per 1,000. Admitted to hospital, when blood and urine 
were taken immediately before labour. Labour normal, 


progress normal. Discharged without albumin. 

Case No. 2. Age 25, primigravida, No previous history. Albumin, 
1.75 per 1,000. Otherwise normal. Specimens collected before 
a . Progress normal. Discharged with albumin. 
labour. Progress normal. Discharged with albumin 

Case No. 3. Age 27, primigravida. Admitted to hospital in labour. 
No previous history or symptoms. Albumin, 1 part per 1,000, 

otherwise normal. Blood taken before labour. Forceps and 
twins. Uneventful recovery. Discharged without albumin. 

Case No. 4. Age 26, primigravida. No previous history or 
symptoms. Albumin, 1 part per 1,000. Specimens taken 
before delivery. Progress normal. 

Case No. 5. Primigravida. Two months pregnant. No previous 
history or symptoms. Albumin, 1 part per 1,000. The 
subsequent history of the case was normal, and the labour was 
normal, 


Case No. 6. Primigravida. No previous history or symptoms. 

Admitted at term with albuminuria, 0.75 parts per 1,000. 
‘2 | 

Specimens collected before labour. Subsequent 


progress 
normal, 


Case No.7. Age 29, 3-gravida. No previous history or symptoms. 
Albumin, 1.25 parts per 1,000. Specimens taken before labour. 
Progress normal. Discharged with albumin. 

Case No.8. Age 29, 2-gravida. 


No previous history or symptoms, 
Slight albuminuria, followed by normal labour. Specimens 
taken before labour. Patient discharged with albuminuria. 


Case No. 9. Age 32, primigravida. No previous history or 
symptoms. Slight albuminuria. Specimens taken before 
normal labour, and subsequent progress normal. 


Discharged 

with albumin. 

Case No. 10. Age 20, primigravida. 
ge 30, | £ 


History as in Case 9. 
Discharged with albumin. 
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Group II.—Taste_e III. 


' Cases with albuminuria associated with symptoms. 


Case No. 11. Age 29, 3-gravida. No previous history of nephritis. 
Admitted at term with marked oedema of feet and face. Trace 
of albumin. B.P. 125/100. Normal labour and uneventful 
recovery. Specimens taken immediately before labour and 
one month after. Albuminuria still present one month after. 

Case No. 12. Age 31, 2-gravida. No previous history. Had 
vomited from third month of present pregnancy, and had had 
severe headaches. Qidema of feet and albuminuria. Speci- 
mens collected before a normal labour, and patient progressed 
normally. Discharged with albuminuria. 

Case No. 13. Age 29, primigravida. No previous history. 
Admitted with marked oedema and albuminuria. Was 
delivered of a macerated foetus. Discharged with albuminuria. 
Specimens taken before delivery. 

Case No. 14. Age 32, 4-gravida. No previous history. Admitted 
at term with albuminuria, vomiting and oedema of feet. Patient 
also complained of headache and giddiness. Lumbar puncture 
was performed and the headaches improved, Patient was 
delivered normally the same day. Subsequent progress normal. 
Patient discharged without albuminuria. Specimens taken 
before labour. 

Case No. 15. Age 37, primigravida, History of chronic renal 
disease with hypertension. B.P. 230. Normal progress, and 
patient discharged with albumin. Specimens taken before 
labour. 

Case No. 16. Primigravida. No previous history. Admitted 
with albuminuria and oedema of feet and face. Patient was 
admitted and specimens were collected. Patient was found to 
have secondary syphilis, and was lost sight of. 

Case No. 17. Age 34, 2-gravida. Admitted at term with albu- 
minuria and oedema of feet and back. No previous history. 
Specimens were collected and patient was delivered normally. 
Patient was discharged with albumin, 

Case No. 18. Age 37, 2-gravida. No previous history. Admitted 
with oedema of legs and albuminuria. Specimens were col- 
lected and patient had a normal labour, but died of septicaemia. 

Case No. 19. Age 27, 2-gravida. No previous history. Admitted 
with oedema of face and back, and albuminuria, Specimens 
were collected before a normal labour, and patient was dis- 
charged with a trace of albumin. 

Case No. 20. Age 26, 3-gravida. No previous history. Admitted 

for albuminuria and oedema of back, headache and vomiting. 
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Specimens were collected before a normal labour, and patient 
was discharged with no albumin. 

Case No. 21. Age 27, primigravida. No previous history. 
Admitted with albumin and slight oedema of legs and eyes. 
Previous history of trace of albumin present for last six 
months. Labour, forceps. Discharged with trace of albumin. 
Specimens taken before labour. 

Case No. 22. Age 37, 6-gravida. Past history of operation for 
renal calculus two years ago. Also had swelling of face and 
legs. Admitted with oedema of legs and face. B.P. 228. 
Albumin 2 parts per 1,000. Normal labour 9/6/22. Blood 
and urine tested two days before labour. Discharged with 
albumin (.75 per 1,000). 

Case No. 23. Age 29, primigravida. No previous history. 
Admitted with albumin and cedema of feet. Blood and urine 
taken before normal labour. Discharged with albumin (.5 per 
1,000). 

Case No. 24. Age 27, 2-gravida. No previous history. Head- 
ache and oedema of feet. Blood and urine taken before normal 
labour. Discharged without albumin, 

Case No. 25. Age 35, 3-gravida. No previous history. Cidema 
of face and feet. Blood and urine taken before normal labour. 
Discharged with .75 per 1,000 albumin. 

Case No. 26. Age 29, 2-gravida. No previous history. Very 
severe headache and oedema. Blood and urine taken before 
normal labour. Discharged with 1 per 1,000 albumin. 

Case No. 27. Primigravida. No previous history. Albumin 
and cedema of legs. Blood and urine taken before normal 
labour. Discharged with albumin (.5 per 1,000). 


Group IIT.—Taste IV. 
Cases of eclampsia, or severe toxemic symptoms. 
These cases were treated by induction or some other means of 
terminating pregnancy. 





Case No. 28. Age 32, 2-gravida. No previous history. When 
admitted urine solid with albumin, face and feet puffy. 
Vomited daily for last three months. Precipitate labour on 
admission. One hour after delivery a typical eclamptic fit took 
place. First and second stages three minutes. Third stage 
1} hours. B.P. 137/115. Discharged three weeks later without 
albumin. Blood taken. Blood and urine and cerebrospinal 
fluid taken on admission, 

Case No. 29. Age 31, five previous labours, all normal. Admitted 
with ‘terrible’ pains in chest, headache, vomiting, no 
fit. Stated that she had not passed much urine lately, No 
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previous renal history. 9.15 p.m. eclamptic fit lasting five 
minutes. B.P. 165. Morphia gr. }, mag. sulph. 1 oz., water 
1 0z, enema saponis retained... Morphia repeated ? hour after 
11 p.m. cervix dilated, membranes ruptured, 12 oz. blood 
removed. A week later, at 2.30 a.m., twins born. Lost 13 0z. 
blood, 6.45 a.m. 40z. urine passed. Sweating freely, vomited 
occasionally. 13/3/23, no albumin, better, B.P. 190/160. 
Mother and children satisfactory ; discharged with no albumin 
three weeks later. 

Case No. 30. Age 35, 2-gravida. Czesarean section March, 1914, 
for eclampsia at 73 months. Dead child. October, 1919, heavy 
albuminuria, induced, dead child. On admission, no oedema, 
bad headaches, albumin and casts. B.P. 160. Blood and 
urine taken four days later. All symptoms rapidly increasing, 
so bad that three weeks later Czesarean section performed and 
sterilization. Patient recovered; discharged four weeks later 
with no albumin. 

Case No. 31. Age 29, primigravida. Patient admitted with 
severe headache and vomiting at term. Blood and urine taken 
on the dav of admission. No previous history. Urine solid 
with albumin. Marked oedema of face, back and feet. As 
oedema and headache became much worse labour was induced 
two days later. Child dead. Mother made complete recovery. 
Discharged fifteen davs later without albumin. 

Case No. 32. Age 209, primigravida. No_ previous history. 
Admitted with headache, vomiting and general ceedema. Blood 
and urine taken. Urine solid with albumin. Two days after 
admission patient had eclamptic fit, followed by labour. 
Uneventful recovery. Blood and urine taken. Patient dis- 
charged without albumin. 

Case No. 33. Age 35, 2-gravida. Eclampsia in previous preg- 
nancy, severe headache, vomiting and oedema of feet. 
Blood and urine taken. Patient admitted to another hospital 
and induced. Lost sight of. 

Case No. 34. Age 25, primigravida. No previous _historv. 
Admitted with vomiting and headache. Blood and urine taken 
for examination. Patient had eclamptic fit two days after 
admission, followed by labour. Discharged ten days later 
without albumin. 


DiIscuSSION OF RESULTS. 

This investigation was started with a view of determining if any 
better means of deciding whether and when it was justifiable to 
terminate pregnancy in a woman whose urine gave the reaction for 
albumin, than those commonly in use at the present time, 
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At the commencement of this investigation we decided to classify 
our cases under the three groups we have detailed. This 
decision was arrived at purely on clinical grounds, since the 
patients we had in mind presented in practice three distinct entities, 
It is interesting to note that as far as we have investigated the 
biochemical changes in these patients not only can they be divided 
into three distinct groups, but also that these correlate with the three 
clinical groups selected. We shall, therefore, adhere to the original 
classification and discuss each group separately, 

Before doing so, however, it will be as well to detail the results 
of our examination of the blood urea and non-protein nitrogen in 
normal cases of pregnancy. Specimens were taken at various 
periods during pregnancy, and the results which are seen in 
Table II are in complete agreement with those of other writers, 
namely, that the blood urea and non-protein nitrogen are very low 
in the early months, and as the pregnancy progresses the amount 
of blood urea increases until it reaches a maximum of 38 to 40 mg. 
per cent., and the non-protein nitrogen a maximum of 37 mg. per 
cent. In all these cases the liver tests were negative. 

We have noticed, however, the significant fact that in the urine 
of 68 out of 100 pregnant women we examined, Rotheras reaction 
for acetone bodies was positive. The reaction usually becomes 
positive about the second month of pregnancy, at the time nausea 
and vomiting may make its appearance, and in many of the cases 
this reaction persisted to term. 

These results are interesting, since, although there are many 
papers dealing with the more elaborate tests for acidosis in 
pregnancy, no observer, to our knowledge, has recorded the 
frequency of acetone bodies as demonstrated by Rotheras reaction, 
which, after all, is the practitioner’s guide to this condition. 


We shall now proceed to discuss our findings in each of the 
three groups, bearing in mind the indications now commonly 
recognized as demanding the induction of premature labour. 

In relation to these indications there are practically two schools, 
the one which may be associated with the name of de Wesselow, 
who has done so much research work on this subject, and the other 
associated with the name of Myers. 

De Wesselow and his followers have arrived at the conclusion 
that pregnant patients who have a blood urea of over 4o mg. per 
cent. should have premature labour induced. Myers and_ his 
followers rely more on the non-protein test, and imply that the 
same procedure should be followed if the non-protein nitrogen was 
over 40 mg. per cent, 
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Group I. 

That this group constitutes the most difficult problem in the 
investigation of the cause of the albuminuria is well recognized. 
In an endeavour to elucidate this part of our investigation one of us 
(C.B.) wrote to every officer who was in charge of a maternity 
hospital, or maternity department in a general hospital, in Great 
Britain, asking w hether he had made any investigation of these 
cases, and whether he knew if the albumin cleared up after the 
patients had left the hospital. 

The replies were disappointing, though not unexpected. In 
most instances information could not be given, since no particular 
interest had been taken in these cases; they had left the hospital 
and had not been heard of again. Most of the medical men who 
were kind enough to reply expressed their great interest in the 
subject, and several expressed their intention of investigating the 
matter themselves. In three instances the reply was that such an 
investigation had been started and particulars would be sent to us 
later. 

The theory generally advanced to account for the presence of 
the albumin is that of pressure on the ureters. It is certainly true 
that albumin is found more frequently in the urine of pregnant 
patients in whom there is an intra-abdominal pressure above the 
normal; for instance, in the cases of hydramnios and ovarian 
tumours complicating pregnancy. Albumin is found also more 
often in primigravidz in whom the abdominal muscles are usually 
tense and not lax, as in multiparze. Lastly, the variety of 
albuminuria we are now discussing comes on just before or when 
labour has started ; that is, when the intra-abdominal pressure is at 
its greatest. 

Some recent work of F. Cook’s suggests that the presence of the 
albumin is due to pressure on the renal vein, usually the left. In the 
three cases that he reported it is a fact that albumin was detected 
in the urine drawn off from one kidney by the ureteric catheter 
and not from the urine drawn off from the other kidney. It may 
be that certain cases are due to pressure on one or both ureters, 
but if this were the only cause one would expect the albuminuria to 
disappear after labour, that is, after the pressure was eliminated. 
Such is not by any means the case, as was shown by the re- 
examination of eight of the ten cases comprising our first group. 
On testing the urine two years after the pregnancies recorded, we 
found that all of them still showed albuminuria. This observation 
tends to support the view expressed by De Wesselow, that a 
number of these cases belong to the group of individuals, constitut- 
ing about 5 per cent, of the population, who have albuminuria, 
although apparently healthy in every other respect, 
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The presence of the slight amount of albumin in all the cases 
in this group was discovered by the ordinary urinary analysis, and 
confirmed by a catheter specimen. Apart from the presence of 
albumen in their urine, these patients appeared to be quite normal. 
Blood analysis showed little or no nitrogen retention in the majority 
of cases, and the liver tests were negative without exception. Out 
of the 10 cases, five were discharged with albumin still in their 
urine, two without, and in three the notes do not refer to this point. 
It is certain, however, that both clinically and chemically these 
patients showed no demonstrable serious change. 

It is difficult to believe, in those cases at any rate in which the 
albumen did not clear up, that the cause was physiological. 

In view of the unsatisfactory nature of the views of others as 
well as of ourselves on this group, we are extending our observa- 
tions and making further analyses on a greater number of cases. 


Group II. 

It will be seen that the patients in this group differ from those 
in Group I, in that they showed evidence of nitrogen retention. 
It is true that in some cases this retention was low, but in others it 
was high. Group II is the most interesting of the three from the 
point of view of the indications laid down for the induction of 
premature labour by those who, on the one hand, consider that 
induction should be performed when the blood urea rises above 
40 mg. per cent., and those who, on the other hand, pin their faith 
to the non-protein nitrogen content of over 40 mg. per cent. 

Of the 17 cases in this group according to the blood urea 
standard five should have had premature labour induced. By the 
non-protein nitrogen test 13 should have had premature labour 
induced. In every case labour came off normally. One of us 
(C.B.) early in this investigation had decided that he would not 
induce premature labour either on the blood urea standard or the 
non-protein nitrogen standard, but only on the hepatic standard. 
The results of Group II confirmed the justification of this decision. 

We anticipate that the discussion will take place principally on 
the points elucidated in Group II, and obviously the first and most 
important criticism will be that the blood and urine of these patients 
were examined only just before labour supervened normally, that 
the toxzemia was late in developing and that had term not been so 
near some catastrophe would have occurred. 

In an investigation of this sort it is difficult to obtain material for 
examination in any case, and certainly some time before term. Many 
patients with albuminuria do not come to hospital till the last 
moment, and not all of these will allow blood to be taken. In those 
patients in whom albuminuria is detected in the ante-natal depart- 
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ment sometime before labour is due there is even more difficulty. 
It is often of little use telling a patient in the ante-natal department 
that one wants to take a sample of blood for the good of her health, 
she often refuses. Uniess the house surgeon is an expert a good 
deal of pain, and perhaps discomfort from a hematoma, may lead 
the patient to refuse the repetition of the experiment a second time. 
Lastly, one has always to be on one’s guard as to the effect such 
measures may have on the department itself. It is not easy in any 
case to induce women to attend antenatal centres regularly, and if 
it gets bruited abroad that blood is being taken from some of those 
who attend there is a great danger of seriously diminishing the 
number of attendances at the centre. 

Up to a point it is obviously impossible to disagree with 
the criticism we have suggested as most likely, but as we have 
already remarked, we started with the resolution not to induce 
premature labour in the absence of a positive liver test, and as 
not one of these cases‘ gave such a test, although five should 
have been induced by the blood urea test and 13 by the non-protein 
nitrogen test, we should not have induced premature labour in one 
of them even if we had seen them earlier. 

Fortunately we need not ask the members of this section to 
accept such a statement simply on our bonafides. The only chance 
we have had of proving such a contention is as follows :— 

A. B., aged 20, primigravida, with no previous history. Early 
ante-natal history normal. Urine free from albumin. Just before 
term patient was admitted because she had headaches and felt ill. 
A catheter specimen of urine was withdrawn, and was found to 
contain a ‘‘large amount of albumin.’’ The liver tests were 
negative. Blood analysis showed 


Blood urea oo one ..» 42.2 mg. per cent 
Non-protein nitrogen ... os a? s 
Fouchet’s reaction negative. 


” 


Although both the blood urea and non-protein nitrogen contents 
were sufficiently high to warrant induction, it was decided to 
postpone operative interference until the liver reactions became 
positive. The urine was tested each dav. The patient was 
delivered normally, and no adverse symptoms appeared. The 
subsequent history was uneventful, and is summarized below :— 


Urea ... ee .. 30 mg.% 
Blood 4 days after labour: Non-protein nitrogen 60 , _ ,, 
Wiréa a. ; eeAQeS Gh 4% 


oA ” 


Non-protein nitrogen 53.1 
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The quantity of albumin gradually diminished in the urine until it 
disappeared, the patient being discharged perfectly well 15 days 
after labour. 

It is true that up to date we have only 17 cases to form the basis 
of our contention that premature labour should not be induced until 
the liver reaction becomes positive. Until more figures are obtained 
it may be impossible to disregard the blood urea and non-protein 
nitrogen tests entirely. In any case, the accumulation in the blood 
of these nitrogenous bodies is in all probability a necessary precursor 
of the hepatic changes, and should be regarded as sign-posts 
indicating the direction in which progress lies. 


Group III. 


The cases in this group were the only ones that showed the 
positive liver test. Of the seven cases, four developed eclampsia 
before we had the opportunity of inducing premature labour. 
There remain three in whom the positive liver test decided that 
labour should be at once induced, two by the insertion of bougies 
(C. B.) and one by Ceesarean section, performed by Eardley 
Holland on purely clinical grounds. 

It is interesting to note that three of the cases in this group had 
a blood urea content below 40 mg, per cent. and from this standard 
alone would not have come within the limits of induction, and yet 
they all had eclampsia. All, however, showed a non-protein 
nitrogen content of over 4o mg. per cent., thus proving the greater 
reliability of this test. 

Although bio-chemical investigations may have the appearance 
of conviction, yet it is useful to confirm these findings by 
post-mortem evidence. We therefore quote the following case, on 
whom these tests were performed before death. They indicated a 
very serious degree of hepatic disturbance, which was fully con- 
firmed at post-mortem. 

F.S., xt. 29, primigravida, was seen by one of us (C. B.) three 
days after labour. She was very jaundiced and apathetic, The 
history obtained was that when six months’ pregnant the patient 
began to vomit and was slightly jaundiced. This jaundice 
gradually deepened. The patient was delivered normally of a 
healthy boy weighing 73 pounds. 

On examination the top of the uterus was two fingers’ breadth 
below the umbilicus and the liver could not be felt, and the lower 
limit of hepatic dullness was at the sixth right interspace. The 
jaundice deepened, the apathy passed into coma, and the patient 
died on the fifth day after delivery. 
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Samples of the blood, urine and cerebrospinal fluid were taken 
12 hours before the death of the patient, with the following results : 


Blood urea 77-4 mg. per cent 
Blood <Non-protein nitrogen 85.7 5, 
‘Fouchet’s test — positive. 


” 


(All liver reactions strongly positive. 

Rothera’s test positive. 

Ferric chloride test positive. 

Ammonia coefficient 19 per cent. 

Diastase 20 units. 
crystals. 





Cerebro-spinal fluid—urea—75.6mg. per cent., the normal 
being about 4o mg. per cent. 


Post-mortem examination. The liver showed the typical 
pathological changes of acute yellow atrophy. 


In view of our statements with regard to the unreliability of the 
blood urea test, and the greater reliability of the non-protein 
nitrogen test, it is, perhaps, permissible to offer an explanation. It 
will be remembered that urea is formed in the body from the 
ammonia resulting in the deamination of amino acids by the liver. 
The ammonia so formed is first converted into ammonium 
carbonate, and finally into urea. Now, if a state of acidosis exists 
this ammonia is utilized to neutralize some of the acids present, 
with the result that the urea production falls and the ammonium 
salt content rises. This becomes evident by a rise in the percentage 
of ammonia nitrogen to total nitrogen in the urine—or the so- 
called ammonia coefficient. One would expect, therefore, that the 
blood urea would decrease in a state of acidosis, yet the non- 
protein nitrogen would not be affected. 

Now, as is apparent from our tables, acidosis is always 
present in pregnancy. Thus, the ammonia coefficient is usually 
over the normal 5 per cent. Rothera’s test is positive. This, we 
think, is one of the factors explaining the low blood urea in 
pregnancy. If this be true, the blood urea concentration will vary 
with the amount of acidosis present, quite apart from any other 
factor, such as the kidney function. The non-protein content will 
not be affected by acidosis, since it represents the whole of the 
nitrogen fraction, as contrasted with urea, which only represents a 
part. The non-protein nitrogen includes such bodies as the 
ammonium salts of acids. 

Again, since the liver is said to be mainly responsible for the 
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conversion of ammonia into urea, it would be expected that in severe 
toxeemias, such as eclampsia, the hepatic function would be 
impaired, and the production of urea to fall. This explanation is 
borne out by the fact that the urea content is not particularly high 
in our eclamptics and cases of Group III, yet the liver tests were 
positive, the ammonia coefficient high, and Rothera’s test positive. 

We have failed to observe any increase in the urinary diastase 
in these cases. 


CONCLUSION. 


1. The best indication, and perhaps the only safe one, for 
inducing premature labour in cases of albuminuria of pregnancy 
is the test of hepatic function described in this paper. 

2. This test is extremely simple, and can be performed by any 
practitioner. 

3. Even supposing that the blood urea and non-protein nitrogen 
tests are as reliable as they are held to be, and this, as we have 
stated, can be definitely settled by further investigation, nevertheless 
their elucidation requires high technical skill and expensive 
apparatus, neither of which is within the attainment of the 
practising doctor. 

4. As pointed out by De Wesselow at the discussion follow- 
ing the reading of this paper, it must be admitted that the scheme of 
testing outlined above takes no account of the effect of a pre-existing 
nephritis on pregnancy. Here the blood urea concentration must 
form the guide to treatment, 
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Should Supra-vaginal Hysterectomy be Discarded ?* 


By Ws. FLETCHER SHAw, M.D., Ch.B. (Vict. Manch.), 


Lecturer in Obstetrics and Gynecology, Manchester University ; 
Hon. Assistant Gynecological Surgeon, Manchester Royal 
Infirmary; Hon. Assistant Surgeon for Women, St. Mary’s 
Hospitals, Manchester. 


GYNXCOLOGICAL surgeons, so far as the operation of hysterectomy 
is concerned, are divided into two classes—those who prefer and 
usually perform supra-vaginal hysterectomy and those who are 
convinced, because of the risk of carcinoma developing in the cervix 
at a later date, that panhysterectomy should always be performed 
when the uterus has to be removed. 

The difference between the two groups is not so great as at first 
appears, for the gynecologist who performs the supra-vaginal 
operation and makes it the operation of choice, nevertheless 
performs the complete operation when the uterus has a badly- 
lacerated or diseased cervix, the frequent precursor of malignant 
disease. 

In a consecutive series of 296 hysterectomies I find 67 (or 22.7 
per cent.) were panhysterectomies—a much higher percentage than 
I expected until I looked up the figures. 

By training, tradition and experience I have always preferred 
the supra-vaginal hysterectomy, and until recently have never seen 
a case in which malignant disease of the cervix has followed the 
operation nor, so far as | am aware, have any of my colleagues. 
Unfortunately, however, I have recently had three cases in a period 
of 18 months, and it is the occurrence of these which has made me 
very Seriously reconsider my position. 


Case 1. Mrs. D., 3-para, 47 years of age, consulted me in 
February 1917 on account of menorrhagia and pain in her left side. 
I found she had an enlarged, subinvoluted uterus with a cystic 
swelling on the left side; there was some hemorrhage, but no 
friability of the cervix. On Feb, 26, 1917, | opened the abdomen, 
and found she had a large tubo-ovarian abscess on the left side 
and a matted adherent Fallopian tube and ovary on the right. 
As the cervix was lacerated I intended to do a panhysterectomy, 


*" Read at the North of England Obstetrical and Gynecological Society, 
November 16th, 1923. 
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but the patient was so fat | found this extremely difficult, and 
decided it would be iess shock for the patient to perform a supra- 
vaginal hysterectomy. 

In September 1921, four and a half years after the operation, 
the patient consulted me for vaginal hemorrhage which had been 
present for twelve months, and on examination I found she had an 
extensive malignant growth of the cervix extending on to the 
vaginal walls. I thought the case was just operable, but the patient 
refused to submit to this, so I had it treated with radium. For a 
time she improved, but eventually died from the growth. 

This case does not materially affect my original position. She 
had a badly lacerated cervix, and in the ordinary course of 
events | would have done a panhysterectomy, but refrained because 
of the mechanical difficulties due to the large deposit of fat in the 
abdomen. 


Case 2. Mrs. W., 41 vears of age, 2-para, consulted me in 
May, 1921, because of acute retention of urine, due to a uterine 
fibroid impacted in the pelvis. There was no excessive hemorrhage, 
and the cervix was not lacerated and did not bleed after examination. 
Five days later | did a supra-vaginal hysterectomy. This is one 
of the very few cases I have seen when a supra-vaginal hysterectomy 
has been followed by prolapse, for which condition the patient 
consulted me about two vears later, January 1923. I intended 
to do a colporrhaphy, but when doing the operation found the 
cervix suspiciously friable, so removed it as widely as_ possible. 
Microscopical examination showed carcinoma of the cervix. 

The cervix of this patient was not lacerated, and I should not 
have considered its removal necessary unless I made a general 
rule of removing every multiparous cervix. 


Case 3. Mrs. H., 36 vears of age, one miscarriage 12 years 
previously, consulted me in July, 1922, because of recurrent attacks 
of abdominal pain since the miscarriage, and a month previous to 
my seeing her she was brought to the Manchester Royal Infirmary 
with an acute attack of abdominal pain and a temperature of 102°F, 
The acute symptoms subsided, and in July, 1922, I opened the 
abdomen, found double tubo-ovarian abscesses, and so did a supra- 
vaginal hysterectomy and removed both Fallopian tubes and ovaries. 
There was no excessive or irregular hemorrhage before the 


operation and no friability of the cervix on examination, but nine 


months later she was again admitted for excessive irregular 
hemorrhage, and | found a large friable malignant growth of the 
cervix, the uterus fixed to the left side of the pelvis, and inoperable. 
She was treated with radium. 
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This is the most striking case of all. This patient had one 
early miscarriage, but no other pregnancies, and the cervix, to all 
intents and purposes, was that of a nulliparous woman. The 
operation was performed for pelvic adhesions, and if this type of 
cervix is found to be frequently followed by malignant disease | 
agree it would be necessary to do a panhysterectomy in every case. 

These three cases certainly make one pause and_ seriously 
reconsider the position. At first sight they seem an unanswerable 
argument in favour of panhysterectomy, but there is something 
to be said on the other side. 

All three cases occurred within a period of 18 months, and, if I 
merely take the number of hysterectomies | performed during this 
period, show an enormous percentage of malignant growths in the 
cervices after supra-vaginal hysterectomy, but, in reality, they are 
the only cases | have ever seen; so, to get the true percentage of 
recurrence, it would be necessary to take all the hysterectomies | 
have performed in 15 years of practice. Moreover, | believe they 
are the only cases of malignant disease which have occurred in 
such circumstances in St. Mary’s Hospital during this period. 

My reason for bringing this subject before this society is to learn 
if any member has had any similar cases. If so, then it is further 
evidence in favour of panhysterectomy; if not, it would seem I 


have had a run of bad luck, and I must not be too greatly 
influenced by its occurrence and must give due weight to the other 
factors. 


The reasons why many of us prefer supra-vaginal hysterectomy 

are these :— 

1. Ease of operation. 

2. The vagina is a potentially septic cavity, and when it is 
opened there is greater risk of the convalescence not being 
normal. 

3. After panhysterectomy the vagina may be shortened and give 
rise to dyspareunia. 


1. Ease of operation. 

There is no doubt supra-vaginal hysterectomy is the easier 
operation, especially in a stout patient, as the dissection is not so 
deep and there is not so much troublesome bleeding from the 
anastomotic arteries about the vagina. Ease of operation is an 
advantage and must be given due weight, not for the sake of the 
operator, but because it is quicker and so gives less shock to the 
patient. 

It is very difficult to obtain figures to prove this contention one 
way or the other. At first sight the mortality percentage would 
seem to give definite proof, but then so much depends on the type 
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of case operated upon, especially when a comparatively small 
number of cases are analyzed. In the consecutive series | have 
analyzed | find I have a mortality of 3.05 per cent. among 229 supra- 
vaginal hysterectomies, and 5.9 per cent. in 67 panhysterectomies. 
The total percentage is high compared with some operators, but 
much depends upon the nature of the cases chosen; if desperate 
cases, whose only chance is an operation, are given this one chance, 
some are bound to end fatally and raise the mortality percentage 
above those who consider such a case not worth the risk. 

The difference between these two types of operation, 3.05 per 
cent. and 5.9 per cent., is very greatly in favour of supra-vaginal 
hysterectomy, but I doubt if these figures are quite a reliable guide 
as three of the four deaths amongst the panhysterectomies were in 
exceptionally severe cases, and | do not think the less severe 
operation would have made any difference to the result; still these 
figures are against panhysterectomy and in favour of the less severe 
operation. 


2. Abnormal convalescence. 

Again, it is very difficult to obtain figures which accurately 
define the difference in the convalescence of these two classes of 
cases. 

Dr. Hunter, the Resident Surgical Officer at St. Mary’s 
Hospital, has kindly examined the notes of the after-histories of 
28 panhysterectomies and 81 supra-vaginal hysterectomies. He 
took a rigid and severe test of morbidity, a rise of temperature to 
100° on any occasion after the first 24 hours, and found 42.8 per 
cent, of the panhysterectomies had a morbid convalescence, against 
29.9 per cent. of the supra-vaginal hysterectomies. 

This conforms to my own impression in watching the con- 
valescence among my private cases, and while the figures of 
morbidity are high, because of this severe test, and many of these 
cases could hardly be said to have an abnormal convalescence, it 
is just as severe On One group as on the other, and confirm my 
impression that, on the whole, convalescence is not so smooth after 
panhysterectomy as after supra-vaginal hysterectomy, 


3. Dyspareunia. 

I have seen several patients after panhysterectomy who com- 
plained of dyspareunia, and an examination revealed a shortened 
vagina due to the adhesion of the upper part of the vaginal walls. 
To investigate this point further I wrote to all the panhysterectomy 
patients in this list, but none of those who answered made any 
complaint, so, in all probability, the total number is not so great 
as I have thought, but even a few cases with trouble of this kind 
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influence an operator against this operation, though they would 
have little weight if it were found to save any considerable risk 
from the later occurrence of cancer. 

The reason for advocating the sole employment of panhysterec- 
tomy is to prevent the possibility of leucorrhoea and of the later 
occurrence of cancer of the cervix. Both these conditions chiefly 
occur in a damaged cervix, and the gynzcologist who prefers supra- 
vaginal hysterectomy nevertheless usually performs the complete 
operation when the cervix is in this condition. 

After careful consideration, unless the members of this Society 
bring forward any weighty evidence of the occurrence of cancer 
in the cervix left after the incomplete operation, I am still of opinion 
that there is a distinct place for supra-vaginal hysterectomy, and 
would perform it in nulliparous uteri and in multiparous uteri in 
which there is no damage to the cervix, but would perform the 
complete operation more frequently than previously and always 
when there is any tear in the cervix or chronic cervicitis. 

As malignant disease of the cervix may occur many years after 
the performance of supra-vaginal hysterectomy there is a strong 
possibility of the patient coming under the care of a different 
surgeon on the second occasion, but the members of this Society 
serve a large tract of country with a huge population, so it is likely 
that the patient at the second operation would come under the 
care of some member of this Society. At the meeting only three 
other similar cases were discovered, and if we take the total number 
of supra-vaginal hysterectomies performed by the whole of the 
members present, the incidence of carcinoma in the retained stump 
of the cervix must be very low. 











Urinary Incontinence in Women with special reference to 
the Operative Treatment in Young Nullipare.* 


By Dante, Douaat, M.C., M.D., Ch.B. (Vict. Manc.), 


Assistant Lecturer in Obstetrics and Gynecology, University of 
Manchester; Hon. Gynecological Surgeon, Northern Hospital ; 
Hon. Assistant Surgeon for Women, St. Mary’s Hospitals, 
Manchester. 


INCONTINENCE of urine is a symptom frequently met with among 
gynecological patients, and varies in degree from a slight leakage 
on exertion to a constant wetting with the retention of practically 
no urine in the bladder. 

Taylor and Watt! have for many years included in their case 
sheets a record of each patient’s urinary control, the degree being 
expressed as normal, fair, poor and lost. 

A “‘fair’’ control is one which is normal except on special 
occasions, as, for example, over-distension of the bladder, temporary 
vesical irritability or times of mental or physical fatigue. 

A “poor” control is one which allows the urine to escape on 
any special abdominal strain, such as may be caused, for example, 
by coughing or active exercise, such patients being wet most 
of the time. 

A “lost”? control is one in which the urine continually dribbles 
from the patient, and very little is retained in the bladder. 

In over 1,000 patients classified in this way the percentage 
figure for each group was found to be as follows :— 


Normal _... ee 79.4 
Fair ai seit 6.8 
Poor es oe 12.4 
Lost Re es 2.0 


Taking the ‘ poor’ and ‘‘ lost ’’ groups only, the figures show 
that 14.4 per cent. of all gynzecological patients suffer from a 
disagreeable amount of urinary incontinence. With nullipare 
only the corresponding figure is 8 per cent. 

Incontinence of urine is generally classified into two groups— 
active and passive. Active incontinence is usually the result of 


* Read before the North of England Obstetrical and Gynecological Society, 
October 1923. 
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increased excitability of the urinary apparatus, but is sometimes 
due to a weakness of the sphincter vesicze, which is unable to resist 
the pressure induced by even a small quantity of urine. It is with 
the latter type of active incontinence that | propose to deal in this 
paper, and it will therefore be advisable to describe the component 
parts of the sphincter apparatus and discuss some of the divergent 
views as to the relative importance of each factor. 

Three structures have to be considered—the vesical sphincter 
proper or intrinsic sphincter, the urethral or external sphincter, 
and the supporting fibro-muscular tissues which lie between the 
base of the bladder and the anterior vaginal wall. 

The intrinsic sphincter is not a separate muscle, but merely a 
specialized part of the middle stratum of the bladder musculature. 
Its fibres are finer and denser than those in other parts of the 
bladder wall, but all authorities are agreed in describing it as a 
very weak sphincter. Grimsdale,? after examining a number of 
bladders in the dead subject, was even inclined to doubt its exist- 
ence. Bonney? is of the opinion that this sphincter is of minor 
importance, and he suggests that a vaivular mechanism may exist 
at the junction of the movable bladder and fixed urethra. 

The extrinsic sphincter is composed of fibres of the compressor 
urethrze muscle, and is most complete in connexion with the upper 
part of the urethra round which it forms a complete ring. The 
pubo-coccygeal section of the levator ani muscle also acts to some 
extent as a urethral sphincter. FE. L. Young‘ attaches great 
importance to the extrinsic muscle, and is of opinion that no 
urinary leak is possible so long as its fibres remain intact. On the 
other hand, incontinence can occur when it alone is injured. 
Young lays stress on the fact that the damage resulting in urinary 
incontinence and that which leads to the formation of a cystocele 
involve two different places, cystocele being merely a bladder hernia 
protruding between the edges of separated fascia, and therefore not 
necessarily associated with any lesion of the vesical sphincters. 

Bonney,? in his recent paper on Diurnal Incontinence in 
Women, describes the structures which surround and support the 
urethra as the “‘ periurethral wedge,’’ but this would appear to be 
another name for the muscles of the external sphincter and their 
aponeuroses, the two layers of the so-called triangular ligament. 

I now come to the fibro-muscular tissue lving between the base 
of the bladder and the anterior vaginal wall, and here again the 
issue has been confused by the description of the same structure 
under different names. In discussing the supports of the uterus, 
Elliot Smith and Stopford® say: ‘‘It cannot be too strongly 
emphasized that the essential support of the uterus is provided by 
the parametrium as a whole, and not by any of its constituent 
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elements that may be isolated by more or less arbitrary and 
misleading dissections.’’ And | should imagine that this applies 
with equal truth to the supporting structures of the bladder. The 
supporting structures of the bladder consist of fibro-muscular tissue 
lying under the base of the bladder and attached in front to the 
pubic bone and behind to the cervix at the level of its junction 
with the vagina. It is made up of the paravesical vascular sheaths 
and their connexions, and is more strongly developed towards each 
side, where it is closely related in front to the anterior fibres of the 
levator ani and continuous behind with the parametritic tissue. 
Smooth muscle enters largely into its composition, and no doubt 
many of these fibres are extensions from the external longitudinal 
muscle layer of the bladder and so help in the fixation of that organ. 
Blair Bell® describes the lateral portions of the structure as the 
utero-pubic ligaments, and believes that the muscle fibres are 
derived from the same morphological layer as the external muscular 
coat of the uterus. Bonney describes the tissue as the pubo-cervical 
muscle sheet lying between the base of the bladder and anterior 
vaginal wall and uniting behind, the ligaments of Mackenrodt. He 
considers that laxity of its front part alters the angle between the 
movable bladder and fixed urethra and so interferes with the valvular 
mechanism of the sphincter. The sheet, by virtue of its muscle 
fibres, is also capable of raising and supporting the base of the 
bladder and the urethra. 

Personally, | think that the sphincter nmiuscles themselves are 
the most important factors in maintaining urinary control, and in 
support of this contention I would cite the fact that incontinence of 
urine is not commonly met with in cases of prolapse even when 
the anterior vaginal wall, and therefore presumably the supporting 
structures of the bladder, are much weakened and displaced. I 
do not mean to imply that the supporting structures are of no 
importance; on the contrary, the stronger or the tauter they are 
the firmer the point d’appui for the sphincter and the more efficient 
its action. This applies even more in the case of a weakened 
muscle, and any operative treatment should therefore include the 
repair of these structures when found deficient in any way. 

Numerous operations have been devised for the cure of urinary 
incontinence in women, but it will be sufficient for my purpose 
if I refer only to a few of the more important. 

Anterior colporrhaphy has been performed with the idea of 
compressing the urethra or approximating the supporting structures 
lving on each side of the bladder neck. Frank excised a wedge- 
shaped piece from the posterior urethral wall and overlying 
structures. The wedge extended from the external urethral orifice 
to within half an inch of the bladder neck, and the incision was 
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continued in an elliptical fashion on to the vaginal wall behind 
this point. The whole wound surface was closed by a transverse 
row of sutures, the anterior two-thirds of the relaxed urethra being 
thus narrowed and the elliptical denuded area infolded to form a 
buttress behind the bladder neck. 

The operation for advancement of the urethra was first devised 
by Pawlik, but later improved by Dudley, whose name is now 
generally associated with the method. Dudley removes a horse- 
shoe-shaped piece of mucosa from the vestibule, the urethral 
opening lying immediately behind but outside the central portion 
of the denuded area. Sutures are then passed in such a way as to 
draw the meatus forward to just beneath the clitoris and so stretch 
the canal over the underlving resistant structures. The operation 
is completed by stitching up transversely the oval areas left on each 
side of the stretched urethra. Dudley gives particulars of five 
cases, all of whom obtained immediate relief, and were well five 
months after the operation. 

Torsion of the urethra was first employed by Gersuny, and 
Pousson combined with it advancement of the urethra as advocated 
by Pawlik. Ries further modified the operation by drawing the 
twisted urethra beneath the mucous membrane of the vestibule 
instead of removing that covering. Ries makes a circular incision 
round the meatus, and from the lower border of the circle carries 
the incision back in the middle line as far as the bladder neck. 
The lateral flaps are raised and the urethra isolated, care being 
taken to preserve its blood supply. A temporary silk ligature is 
then tied beneath the meatus and the ends left long. A_ short 
transverse incision is next made in the floor of the vestibule 
immediately beneath the clitoris and the tips of a pair of pressure 
forceps inserted and carried down under the mucous membrane and 
out through the upper part of the circular incision. The silk 
ligature is grasped in the jaws of the forceps and the distal end of 
the urethra pulled up by this means and stitched to the edge of the 
transverse incision in such a way as to twist the canal through 
180 degrees. Finally, the excess of vaginal wall is trimmed away 
and the flaps brought together over the twisted urethra. 

Several operations have been devised for tightening up the 
vesical and urethral sphincters. In Kelly’s operation a mushroom 
catheter is introduced into the bladder to indicate the position of the 
neck or sphincter. A median incision, one to two inches in length, 
is then made through the anterior vaginal wall, and the surface 
of the bladder and urethra exposed. The incision is further opened 
up by dissecting off the vagina on each side for a distance of about 
three-quarters of an inch, the dissection being deepest at the neck of 
of the bladder. The torn or relaxed tissues at the vesical neck are 


i 
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then sutured together, using two or three mattress sutures of fine 
silk or linen passed from side to side. The first suture takes in 
about half an inch of tissue and is tied immediately, the succeeding 
one is applied to the outer side, and so on, thus bringing together 
the tissues at the neck. When the sutures have been tied the 
catheter is withdrawn and will be found to escape with a little jump 
as it clears the repaired sphincter area. The operation is completed 
by stitching up the vaginal incision after removing any redundant 
tissue. Kelly’ has reported 20 cases treated in this way, with 
successful results in all but four. 

The method described by Berkeley and Bonney® consists in 
medially incising the anterior vaginal wall from a little above the 
urethro-vesical junction almost to the meatus and then reflecting 
flaps right and left of the incision. The urethral floor is then 
exposed and a surface of sutures are inserted ‘‘ Lembert-wise ”’ so 
as to overfold the tissues and supposedly tighten up the sphincter 
fibres. Finally, the vaginal incision is closed by a combination of 
buttress and continuous sutures, strips of redundant vaginal wall 
being removed if necessary. The great majority of these cases 
have been cured by this method, and the successful result is 
attributed more to a tautening of the anterior end of the pubo- 
cervical muscle sheet than to any direct influence on the sphincter 
itself. E. LL. Young describes an operation which depends for its 
success on two features—first, and most important, the isolation on 
careful dissection of the layer of fascia and muscle forming the 
external sphincter of the bladder and its re-suture; and, second, in 
one type of case the plication of the vesical sphincter itself as the 
first step. He has used the method in 18 cases, and there have 
been no known failures. The technique of the operation is simple ; 
a median incision is made in the anterior vaginal wall starting just 
above the urethral opening and extending upwards to a point a 
little below the cervix. Dissection is carried down to the urethra 
and bladder, and the vesical neck identified preferably with a 
mushroom catheter in situ. In one class of case a careful dissection 
towards the side will reveal a definite edge of tissue which is 
thickest at the level of the vesical neck. This is the torn external 
sphincter, and the edges are brought together over the bladder 
neck. The upper and lower borders are likewise sutured in the 
mid ‘le line and the vaginal incision closed. In the second class 
he external muscles have been gradually thinned and weakened 
ond no such definite edge can be demonstrated. The intrinsic 
muscles are similarly relaxed, and plication of the bladder neck 
must first be carried out by means of several superimposed mattress 

vtures A careful dissection is then made laterally towards the 
subic a ch and what is left of the extrinsic muscle identified and 
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sutured over the bladder neck as far as its thinned out condition 
permits. Redundant vaginal mucous membrane is cut away and 
the wound closed. 

At a meeting of the North of England Obstetrical and Gynzco- 
logical Society, in March 1919, Grimsdale described an operation 
which had for its object the formation of a valvular fold of mucous 
membrane at the level of the inner opening of the urethra. An 
incision one and a half inches long is made across the anterior 
vaginal wall at the level of the upper part of the urethra and the 
bladder neck exposed. <A transverse tuck is then taken in that 
structure and the wound closed. The operation proved successful 
in four nulliparous women, in one instance after Gersuny’s 
operation had failed, but Grimsdale was sceptical about his having 
produced the valvular fold intended, and attributed the success 
mainly to the resulting scar causing some constriction of the 
urethra. 

I have recently had under my care two young single women 
with urinary incontinence which dated in one instance practically 
from birth, and in the other from a severe illness during childhood. 
The clinical notes are as follows :— 

Case 1. Miss D., aged 26 years; single. Menstrual history 
normal. She has suffered from urinary incontinence practically 
since birth, being worse at night, but also troubled during the day. 
Her bed is wet every morning except on the two days preceding 
each menstrual period. She has shunned the companionship of her 
girl friends through a sense of shame and has become very morose 
in consequence. Her mother thinks she will do herself an injury 
if nothing is done to improve her condition. All sorts of medical 
treatment had been tried without success, and her doctor sent her 
to me as a last resort. 

On examination, I found the external genitals normal and 
of virginal type. The vaginal orifice admitted one finger with 
difficulty, but the upper part of the anterior vaginal wall appeared 
somewhat lax, although there was no actual prolapse. The uterus 
was normal in size and acutely anteflexed. I decided to try the 
effect of narrowing the anterior vaginal wall, urethra, and bladder 
neck, and she was admitted to Hospital. The first step in the 
operation was to incise the perineum and allow of easier access 
to the structures above. I then removed a triangular area of 
anterior vaginal wall and exposed the urethra and bladder. A 
mushroom catheter was passed into the bladder, and using this as a 
guide two mattress sutures of catgut were inserted into the tissues 
on each side, as in Kelly’s operation. Deep sutures were also 
inserted through the paraurethral tissues to narrow the canal 
throughout its length, and the anterior colporrhaphy then completed 
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in two layers. Finally, the perineal incision was sutured. The 
patient had to be catheterized for a week after the operation, and 
unfortunately developed a cystitis, but this cleared up, and she was 
discharged about three weeks later. Before going home her bed 
was wet on one occasion, but she has been well ever since and it is 
now two and a half vears since the operation. I saw her a week 
ago and she is now a cheerful, healthy voung woman. 

Case 2. Miss T., aged 21 vears; single. Menstrual history 
normal. She was perfectly normal till an acute illness ten years 
ago, but since that time has been incontinent, chiefly at night, but 
also during the day. Up to the age of 15 she was taken for a 
holiday each year, but had to be given a shake down on the 
floor as her parents dare not put her into a bed. After that age, 
however, she refused to go away from home at all, and indeed 
when I first saw her had not had a holiday for six years. Six years 
ago her mother died, and her father had to employ a housekeeper 
to keep her clothes and bedding clean as she was too depressed 
and miserable to do anything for herself. 

On examination, the external genitals were normal, the vaginal 
orifice was virginal, and again I found considerable laxity about the 
upper part of the anterior vaginal wall. The uterus was normal in 
size and acutely anteflexed. I admitted her to Hospital for anterior 
colporrhaphy and tightening up of the vesical sphincter and carried 
out the operation in practically the same way as in Case 1. 
For six months after the operation she was perfectly well, and 
was even able to go away on holiday during the summer without 
any unpleasant happenings. Since then, however, there has been 
some recurrence of the trouble, and her bed has been wet about 
twice a week. She is so much better, however, that I propose to 
repeat the operation and try and bring about a complete cure. 

The object of the operations performed on these patients was to 
tighten up all the component parts of the sphincter apparatus, but 
no attempt was made actually to isolate the sphincter muscles. 
Young, in the operation just described, makes a special point of 
doing this, and [I shall certainly try and follow his method 
when I meet with another case. 

Incontinence of urine without obvious lesion of the bladder or 
supporting structures is most commonly met with in parous women, 
but is also found occasionally in both young and elderly nullipare. 
In young nulliparze the disability may date from infancy or from 
some debilitating disease of childhood. My own cases are examples, 
and of the 20 cases described in Kelly and Dumm’s paper two 
belong to this class. In elderly nulliparze there is a progressive 
weakness of the bladder and urethral sphincters probably related to 
the senile changes taking place in the vulva and vagina. In parous 
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women the weakness of the sphincter mechanism can be explained 
by the inevitable stretching associated with childbirth. 

The great majority of these cases of incontinence can be cured, 
or at any rate much relieved, by operative treatment, and I would 
urge that a larger number be dealt with in this way. There is no 
doubt that many young single women are allowed to go on 
suffering from this distressing ailment because no obvious lesion 
can be found and the disability is attributed to a neurosis. A 
neurotic element is present in some cases, of course, for the urinary 
control is very sensitive to nervous influences, but I submit that 
the real cause will often be found to lie in a weakness of the 
sphincter mechanism which can be dealt with successfully by 
surgical methods. 
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In which it is contended that Gloves may be sterilized 
without resorting to heat; that the washing of hands 
before an operation is illogical and unnecessary ; that 
the doctrine of Abstention should above all things be 
practised.* 


By 


G. W. THEOBALD, M.B., B.Ch. (Cantab.), 
Assistant Master, the Rotunda Hospital, Dublin; 
and 
J. W. BicGer, M.D. (Dub.), F.R.C.P.L., 
Lecturer in Bacteriology, Trinity College, Dublin. 


WHEN operations were conducted almost entirely in the large 
teaching hospitals it was possible to ensure the traditional rigour 
with regard to asepsis. It is safe to say that at the present time 
the great majority of operations are performed in the smaller 
centres, often by men who have had no long experience in a 
teaching hospital. The assistants are usually general practitioners 
long since removed from the atmosphere of the theatre, who only 
at rare intervals have the opportunity of assisting at surgical 
operations. Moreover, a large proportion of cases capable of 
being surgically infected are those which occur in the practice of 
midwifery. 

During the first decade of this century the medical literature 
devoted a lot of space to papers bearing on the subject of the 
sterilization of hands. The comparative silence of the second 
decade is eloquent testimony to the fact that no satisfactory means 
of sterilizing the hands exists which does not involve the complete 
or partial destruction of the hand. The one outstanding advance 
was made when Halsted, of the Johns Hopkins Hospital, 
introduced rubber gloves, which are now in general use except in 
the practice of midwifery. 

The object of this paper is to advocate the doctrine of 
‘* Abstention,”’ to show that gloves can be sterilized without resort- 
ing to boiling or the autoclave, and to suggest a simple and 
efficient method of preparing the hands. 

Before discussing the hands it will be convenient to consider 


* Read before the Royal Academy of Medicine (Obstetrical Branch). 
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the subject of gloves, about which it is possible to come to some 
definite conclusion. There are two methods of sterilizing gloves 
in common use. The first and older method is by means of 
boiling. The method is quite satisfactory and easily carried out. 
Boiling slowly but surely destroys the elasticity of the glove, so 
that it soon ceases to fit. When a puncture occurs a definite hole 
results which allows of the escape of fluid. If the gloves are put 
on out of antiseptic the fluid that escapes is antiseptic and harmless. 
The antiseptic, however, soon gets destroyed, the time taken 
depending on the temperature, the skin and the sweat, and 
varies with the individual. The maceration of the skin so well 
commenced by the prolonged washing up is continued by the fluid 
in the glove, and, the antiseptic being neutralized, guarantees 
the escape of an emulsion of bacteria in the event of a puncture. 

The second method necessitates the use of an autoclave. It is 
only available to those who are on the staff of a hospital, or can afford 
their own autoclave. So hard is the steam on the gloves that they 
perish after being used three or four times, and the consequent 
expense debars many from the luxury of dry gloves. These gloves 
lose their elasticity after being sterilized once, and an ordinary 
needle prick then makes a considerable hole. 

The art of putting on sterile gloves without contaminating the 
outside is not easily acquired, and it is not in the nature of an 
exaggeration to suggest that not a small percentage of those who 
wear gloves are incapable of getting into them without touching the 
outside. Moreover, there is apparently a curious subconscious 
feeling which causes people to believe in the inherent asepsis of a 
sterilized glove, even after it has been obviously contaminated. 
It was observation of this phenomenon or sympathy with the sub- 
conscious feeling which prompted a doctor in Portsmouth during 
the recent discussion on the forceps to declare that gloves were 
positively dangerous, and ought to be abolished in the practice of 
midwifery. 

[ must here describe the experiments which | myself made over 
a period of two years. Petri dishes with agar as a medium were 
used. The tips of the fingers bunched together as a cone were 
rubbed all over the surface of the plate for 15 seconds. The plates 
were immediately incubated, and were read at the end of 48 hours. 
As a result of these experiments and of those to be described later 
by Dr. Bigger, it is claimed that smooth well-fitting rubber gloves 
can always be sterilized by the simple process of washing, followed 
by immersion in antiseptic. [It may be necessary to use a scrub 
brush to remove dried blood or vernix caseosa, but simple washing 
with soap and water, followed by the rubbing of the gloved hands 
together in biniodide of mercury 1-1000 for a minute, is always 





56 Journal of Obstetrics and Gynecology 


sufficient to make them absolutely sterile. Gloves so treated, and 
then thoroughly rinsed in sterile water never grew a single colony. 
Obviously biniodide 1-200 could be used for glov es, Or even concen- 
treated sulphuric acid, but the strength above suggested has proved 
consistently satisfactory. Indeed, on the face of it, if the hands can 
be made sufficiently clean for some surgeons to operate without 
gloves, surely a piece of smooth rubber can be treated the same 
way with far greater chance of success. 

It is perfectly obvious that if it could be guaranteed that the 
glove would never be punctured, it would not matter how dirty 
the hands were. Unfortunately, no such guarantee can be given, 
and punctures occur in a high percentage of operations. It is now 
necessary to define the minimal safe procedure for preparing the 
hands. Hands cannot be boiled, they cannot be put in an auto- 
clave, nor can they be steeped in sufficiently strong antiseptic to 
destroy all the germs without at the same time damaging the 
tissues. The question can be approached from three angles—(1) 

t priori considerations, (2) practical considerations, (3) bacterio- 
ete findings. 

(1) A priori considerations. The hand is a rough surface on 
to which an enormous number of glands open. It is in these 
glands that the vast majority of organisms have their being. 
Clearly it is no more possible to remove all the germs than it is to 
be rid of all the glands. The more the hand is washed in hot 
water the greater is the vaso-dilatation and the resultant invasion 
of the surface by the inhabitants of the glands. The only logical 
reason for the scrubbing of the hands is based on the assumption 
that the organisms on the surface are different from those in the 
glands and are more dangerus. Now those on the surface are 
obviously of three groups—(1) those from the air, which are 
assumed to be harmless; (2) those picked up when touching 
surrounding objects; (3) those from the ducts. Clearly it is the 
second group which is potentially dangerous. Undoubtedly 
unwashed hands are a source of great danger if they are allowed 
to come into contact with virulent organisms through touching any 
form of septic material. If, however, one no more dreams of 
introducing the uncovered finger into any cavity of the body, 
whether it be oral, vaginal or rectal, than of introducing faeces into 
the peritoneal cavity, and if one never does a septic dressing, nor 
even touches the surrounding area of a wound with ungloved 
hands, from whence are the pathogenic organisms to be gathered + ? 

(2) Practical considerations. There are still quite an amoral 
number of surgeons who operate without gloves. Most of these 
men employ a moderately severe technique in washing up, but not 
all. In Vienna some surgeons do not appear to be particularly 
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careful, nor do they always wear gloves when bringing their hands 
in contact with the vagina, nevertheless their cases do well. 
Colonel S. T. B. Williams, late I.M.S., allows me to say that in 
a letter to him Lord Lister stated that he never did more than 
immerse his hands for one minute in a 1-20 solution of carbolic, 
and much deprecated a preliminary washing, which made the 
hands sodden, and interfered with the special affinity of the carbolic 
for the skin. Colonel Williams himself, while in India, did major 
operations for many years. Neither he nor his Indian orderlies 
ever washed their hands preparatory to an operation, but carried 
out Lister’s technique. He never had any reason to consider a 
change of method. Finally, as a matter of experience, infection of 
surgical wounds can only at very rare intervals be traced to the 
hands of the operator. In this hospital, where we meet literally 
hundreds of post-graduates and students from all over the world, 
1 have never been able to find a person who has seen or heard of 
one case in which such infection had occurred. 

(3) Bacteriological findings. There are three factors in all 
infections—(1) the resistance of the patient; (2) the number of the 
infecting organisms; (3) the virulence of the organisms. None of 
these factors can be measured. It is certain, however, that the 
vast majority of infections of wounds leading to serious results are 
caused by streptococci. Moreover, not all types of streptococci are 
harmful. 

As a result of experiments I found (1) hands of different people 
vary not a little as far as the number of organisms that can be 
cultured is concerned ; (2) the same hand changes from day to day, 
sometimes growing a large number, and sometimes a_ relatively 
small number of colonies ; (3) unwashed, socially clean hands never 
grow as many colonies as do hands that have been scrubbed for 
five or more minutes in hot water. 

Whenever cultures were made from unwashed hands there was 
always a growth of moulds, air-borne organisms and staphylococci. 
While working in the pathological laboratory I not infrequently 
grew the staphylococcus aureus from my own hands, but not from 
those of other people. I never succeeded in finding a streptococcus. 
Immersing the hands in a 1-20 solution of carbolic for one minute 
is very satisfactory, but comparatively few people could stand such 
treatment for long. Many other antiseptics were tried, and at 
intervals one had to stop experiments to allow the damaged hands 
to recover. We suggest that the following treatment, while it may 
not be the best, is certainly efficient and consistently good. It is 
very simple, can be carried out with ease in an ordinary house, 
and does not damage even the most delicate skin. It is that 
socially clean hands should be immersed for one half-minute in a 
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I-1000 solution of biniodide of mercury and then rubbed together 
for a half-minute in commercial spirit. If there is not sufficient 
spirit in which to rub the hands together they may be rubbed with 
a sterile swab. 

Without further discussion, let me summarize the routine I 
would advocate. 


(1) Every student and midwife should be trained to keep the 
hands socially clean. The only way this can be done is to insist 
that the habit be formed of cutting or filing the nails down at a 
definite time on a definite day of the week. 

(2) Abstension is the key word here as ‘‘ Prevention ’’ is the 
key word in other branches of medicine. Every doctor, student 
and midwife should carry a pair of well-fitting, unpunctured rubber 
gloves. It would be an advantage if these gloves reached to at 
least half way up the forearm. They should be carried in a pouch.* 

When required the gloves can be put on, using powder if 
necessary. The gloved a should then be thoroughly washed 
with soap and water for about a minute, and well rinsed in water. 
They should then be rubbed together for a minute in biniodide 
of mercury (1-1000). Any number of cases can be examined or 
dressed, the same routine being carried out between each examina- 
tion. At the end of the morning the gloves should be washed, 
rubbed together in antiseptic for about a half-minute, dried’ on an 
ordinary towel, powdered and then taken off the hands. The outside 
of the gloves becomes the inside on the next occasion, and 
found to be sterile. The powder used when returning the gloves 
to the pouch usually makes it unnecessary to use more powder 
when putting them on on the next occasion. 

The surgeon in the out-patient department, and the student doing 
his dressings or in the post-mortem room, can take their gloves 
out of their pouches, and be quite sure of their own protection and 
that of their patients. The expense of gloves to the hospital will 
be materially cut down as everybody will own his own gloves 
and take care of them. They ought to last two months of constant 
use and retain their elasticity the whole time. 

(3) If there is any likelihood of the gloves being punctured the 
hands must be treated with biniodide wn spirit, as above described. 
If the hands are socially clean and pathogenic material has not been 
handled with the unprotected hands, then washing is illogical and 
serves no useful purpose. Before making vaginal examinations, 
removing placenta, etc., it is quite unnecessary to treat the hands 
before putting on the gloves, 


*Gloves and pouch, with instructions printed on the flap, can be obtained from 
Hall and FitzGerald. Ltd., Bristol. Price Three Shillings and Sixpence. 
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After the gloves have been put on and sterilized, the gown is 
put on. The gloves are pulled over the end of the sleeves in the 
ordinary way, and the gloves re-rinsed in biniodide, which may be 
washed off with saline if desired. Between operations the gown 
can be changed and the gloves re-sterilized. Punctures with a 
fine needle do not matter, but if any obvious puncture is made, 
the glove should be changed. It will of course be necessary to 
have the bowls containing the antiseptic sufficiently deep to allow 
the arms to be freely immersed. Care must be taken that the 
antiseptic does not get over the tops of the gloves. 

In the Rotunda Hospital I have a pair of gloves in the labour 
ward and a pair in the gynecological department. They are kept 
in suitable tins, and put away as I have described. At frequent 
intervals I examine them to see that there is no puncture. I never 
wash my hands, providing they are socially clean, before removing 
a placenta or putting on low forceps, but always prepare them if 
bullet forceps or mutilating instruments are necessary. Let me 
describe what happened the other day. | prepared my hands and 
put on gloves and assisted at an operation. In the middle of it | 
was called away to the labour ward. On the way I opened doors, 
[ saw the patient, returned to the theatre, sterilized my gloves and 
finished assisting at the operation. 1 then returned to the labour 
ward and lectured for about an hour. Subsequently I 
returned to the theatre, sterilized my gloves, put on a gown and 
performed a hysterectomy. After lunch I motored to Trinity 
College, removed the gloves which had been on for five and a 
half hours, when 90 organisms were grown from my right hand 
and 120 from my left. 

Of still greater importance is this technique in private houses, 
especially in the practice of midwifery. One is called to a dirty 
house to clear out an abortion or to put on forceps single-handed. 
One gets to the room, puts on an apron and a pair of gloves, gets 
together the things that are required, anzsthetizes the patient, 
shaves her, and shifts her into position. All that now requires 
to be done is to wash the gloves, steep them in antiseptic and 
perform the operation. In the middle one may have to attend to 
the anesthetic, to move the patient, and again all that is necessary 
is to wash the gloves and rub them together in antiseptic. At 
present one sees students and others scrub up for five or more 
minutes in dirty water, frequent changes of water being almost 
impossible in some houses, contaminate the badly-fitting gloves 
while putting them on, contaminate them further against the outside 
of bowls and against the patient, but trusting blindly and patheti- 
cally to the inherent asepsis of a once boiled glove. The results in 
the practice of midwifery are appallingly bad, and it cannot be 
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doubted for an instant that a large part of the infection is introduced 
by the hands of the operator. 

It will be said that the present routine and ideas are very good 
for the training of the student. A true training in the doctrine of 
abstention would be more logical, and better for the student, and, 
what is more important, a great deal safer for the patient. The 
technique offered may be revolutionary, but is logically sound and 
has worked consistently well in practice. Let us avoid the danger 
of being lost in admiration of a ritual which appears attractive 
merely because of its inherent difficulties. 


The investigation here detailed was undertaken at the request 
of Dr. Theobald, to whom is due the entire credit of having devised 
the technique described by him in the preceding communication. 
The present writer’s part is merely to act as an independent observer 
and controller of the method from a bacteriological point of view. 

For the purposes of the enquiry the first essential was to devise 
a method by which the bacteriological state of the hands could 
be examined. It was decided to use a quantitative method, and 
that which was used throughout the series of experiments was as 
follows :—The hand to be examined was held over a sterile Petri 
dish, and 1occ. of sterile saline solution were poured over it. 
A sterile swab was wetted with the saline solution, and the hand 
was thoroughly scrubbed with it. At frequent intervals the swab 
was rinsed in the saline solution lying in the dish. — Particular 
attention was paid to the neighbourhood of the nails, the web 
between the fingers and the palm of the hand. In all five 
minutes were devoted to the washing process, and it is believed 
that the great majority of the surface organisms were removed. 
The swab was well rinsed in the saline solution, of which, 
after thorough mixing, 1 cc. was transferred to another sterile Petri 
dish. Melted agar (trypsin digest agar), cooled to 48°C. was 
added, the whole mixed and allowed to cool. When the agar had 
set the plates were incubated at 37°C. for 48 hours, and a number 
of the colonies visible with a hand lens was counted. This 
number, multiplied by 10, gave the number of living bacteria 
removed from the hand. In examinations of gloves exactly the 
same procedure was used, the gloves being kept on the. hands. 
It is believed that this method is one on which conclusions as to 
the relative efficiency of sterilizing processes may legitimately be 
based. 

Up to the present the sterilization of rubber gloves has been 
accomplished almost universally by heat, whether by boiling, by 
steaming or in the autoclave. In the first part of this paper Dr. 
Theobald has pointed out the disadvantages of this method, and 
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has recommended the use of a chemical disinfectant after the gloves 
have been put on the bands. It seemed fairly obvious that the 
complete sterilization of a smooth rubber glove would be obtained 
by thorough washing followed by an antiseptic bath, but the 
matter was put to the test. An ordinary (non-sterile) rubber glove 
was put on and washed for a minute with soap and hot water. It 
was then rinsed in clean water, immersed for a minute in a 
1-1000 solution of biniodide of mercury and then thoroughly 
rinsed in sterile water. When examined by the method 
detailed above the washings were found to be absolutely 
sterile. On another occasion the gloved hand was contaminated 
with blood, pus, faeces and the sweepings of the floor. In this 
condition the glove was examined and found to have on its surface 
at least 400,000 bacteria. After the usual treatment it was sterile. 
In a third experiment a glove was covered with a thick culture of 
B. coli in a mixture of broth and hydrocele fluid. This was allowed 
to dry on the gloves, which were then put on the hands and treated 
by the method described. Again the washings were sterile. 

From the above experiments it is clear that the sterilization of 
gloves presents no difficulties. For the majority of the procedures 
used in midwifery it is quite unnecessary to bother about the 
condition of the hand beneath the glove, and if the glove becomes 
contaminated it can be both easily and quickly sterilized. In 
operative surgery, however, the condition of the hand is of 
importance owing to the possibility of puncturing the glove. In 
this connexion the important point which is emphasized by Dr. 
Theobald is, that a rubber glove frequently heated soon loses its 
elasticity, with the result that punctures and tears are much more 
likely to occur in such a glove than in one never submitted to heat. 
Dr. Theobald has demonstrated to me the exceedingly minute size 
of the puncture made in an unheated glove, even by a through 
and through wound made with a coarse needle. The smallness of 
the opening decreases the risk of bacteria from the hand reaching 
the wound, but, since such an accident may occur, it is necessary to 
guard against the possibility of contaminating the wound with 
pathogenic bacteria. If for all dressings, examinations, etc., the 
hands are protected with rubber gloves, the former will but rarely 
come in contact with pathogenic bacteria, and so the risk will be 
considerably reduced. The normal bacterial flora of the skin is 
usually completely non-virulent, but, despite this, it appears 
necessary to reduce the numbers of all organisms, both normal and 
accidental, to the lowest possible limits. 

In order to make the investigations complete a number of hands 
which were socially clean, but were not specially washed, were 
examined. The hands were found to have on their surfaces the 
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following number of bacteria which were removed in the washing 
process already described: 5080 bacteria were found on one pair 
of socially clean hands, 1300 on a second, 6320 on a third, 80 on a 
fourth, and 210 on a fifth. The very great variations observed in 
different subjects is of interest, and individual pecularities are, 
unless guarded against, liable to render fallacious any deductions 
from the number of bacteria found after different treatments. The 
hands of one subject, for example, under all conditions gave very 
low bacterial counts, while those of another are high unless treat- 
ment has been very thorough. The effect of wearing gloves on 
unwashed and untreated hands is illustrated in the following table, 
in which the time during which the glove was worn is stated. All 
the tests were done on the one subject, who had 5080 bacteria :— 


SOCIALLY CLEAN H[ANDS COVERED WITH STERILE GLOVES FOR 
Various PERiops, 
Time. Bacteria. 

1} hours ... sas dé an 6820 

} Kis sus ws dias 2790 

3310 

6820 

25000 

1380 
After these preliminary tests we were in a position to examine 
the effect of various types of treatment on the bacterial content of 
the hand. One was inclined to think that thorough washing, using 
hot water, soap and a nail brush, would very greatly reduce the 
number of bacteria, but the experiment gave a directly opposite 
result. The hands were first tested and then washed thoroughly 
for five minutes, and re-tested. Following this they were immersed 
in a solution of biniodide of mercury 1-1000 for one minute, rinsed 

in sterile water and again tested. 


EFFECT OF WASHING AND OF 1-1000 SOLUTION OF BINIODIDE 
’ ON THE HIANDs. 
Subject. Unwashed. Washed. After biniodide. 

Ss. Ges ee 1300 35000 20 

Rie: was vale 6320 16500 670 

80 1gO O 

; 5080 18400 O 

... (Hand not washed) 60 


Washing therefore increases enormously the number of bacteria 
which are easily removable from the hands. The result is probably 
due to the hot water which, by its relaxing and dilating action, 
brings to the surface the bacteria normally lying in the deeper 
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part of the skin and its glands. These may be destroyed by the use 
of an antiseptic, but as a result of frequent and prolonged washing, 
followed by an antiseptic, the condition of the skin becomes bad, 
and since an antiseptic used without previous washing gives very 
similar results, it is doubtful if the preliminary washing is to be 
recommended. 

One of the most commonly used theatre methods is to wash the 
hands thoroughly, rinse in biniodide solution, and then to put 
on the gloves, which are immersed either in biniodide solution or 
sterile water. The hands within the gloves are, of course, wet 
throughout the operation, and the macerating effect of the fluid, 
especially if antiseptic, is very injurious to the skin. If uniformly 
successful the method might be advocated despite this serious 
drawback, but in our tests the method is sometimes highly 
successful and sometimes a comparative failure. The explanation 
is probably to be found in the fact that biniodide, in contact with 
skin and sweat, is gradually destroved, and then the fluid acts as a 
culture. medium, just as plain water or saline may act from the 
beginning. 


WASHING FOLLOWED BY BINIODIDE. BINIODIDE IN GLOVE. 
Subject. Time. Bacteria. 
H. ah: eas 1 hour oO 
H. ve we : 10 
T. a ne 20 


A oa sks 14000 


WASHING FOLLOWED BY BINIODIDE. STERILE WATER IN GLOVE. 
Subject. Time. Bacteria. 
W. ree ye 2 hours 
H. 
T. 
H. 
T. 


to 


to 


> 


tr lk 
to Sito eI ele RR Ele 


— 


These methods are too unreliable to be recommended, especially in 
view of their injurious effects on the hands. 

Since spirit is frequently used in conjunction with other 
methods, it was deemed a matter of interest to test its effects alone. 
The hands were not washed, but one was soaked for about a 
minute in spirit and allowed to dry in the air. Sterile dry gloves 
were then put on, and after an interval, in which the hands were 
freely used for examinations, etc., the bacterial content of each 
was tested. In both experiments subject T. was used. 
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EFFECT OF SpiRIT ON UNWASHED Hanns. Dry GLOVES. 
Hand. Time. ~° Bacteria. Control hand. Bacteria. 
Left (spirit) 14 hours 180 Right (no spirit) 2790 
Right ,, 2 ‘ 20 Left ™ 3310 
There can be little doubt of the efficacy of spirit, but it is difficult 
to understand its mode of action. It is almost certainly not that 
of an antiseptic, but more probably its effects are on the skin rather 
than on the bacteria. 

Time did not permit of a thorough testing of all the many 
methods in common use for the preparation of the hands before 
putting on gloves. Instead it seemed best to perform a considerable 
number of tests on the method devised by Dr. Theobald as one 
least likely to injure the skin and yet be efficient. The following 
table gives the results of wearing dry gloves for various periods 
over hands which were not washed, but were treated with a 1-1000 
solution of biniodide for one half-minute, thoroughly rinsed in spirit 
for about a minute, and allowed to dry. The period during which 
the gloves were worn was occupied with ordinary hospital duties— 
operations, examinations, etc. The results of all the tests of this 
method are here shown. 


No WasuHING. BINIODIDE, Spirit, Dry GLOVES. 
Subject. Time. Bacteria. 
Te? oss ve 5 hours go 

OF ss ies 5 120 
Oo4G) acs is 110 
a «. hfe 70 
2) o 690 
(1) 
a(t) 
(1) 
sats) 
(1) 
. (r) 
(1) 
. (r) 
(1) 
*. (r) 
(1) 
Tea) 
(1) 
H. 


~ 
tol hole 
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No oN 
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In this table, where two results are bracketed together, they 
apply to the right (r) and left (1) hands, treated at the same time. 
In three tests the hands were found to be sterile after wearing 
gloves for periods of 1} to 2 hours. In 16 out of the 19 tests the 
number of bacteria was 250 or less. Only one result (3220) was 
definitely bad. In this case the other hand tested at the same 
time was sterile, and it is believed that the bad result was not 
due to the method itself, but to some error, either in applying 
the method, or possibly in the testing in the labo:atory. Despite 
this one result, considerable weight must be attached to the 18 good 
results. When bacteria not greater in number than a few hundreds 
are present on the whole hand, the number which could escape 
from the dry hand through a small puncture in the finger of a 
glove is very small, and the chances of such bacteria being patho- 
genic are exceedingly remote. No serious efforts were made to 
classify the bacteria growing in these tests, but all the colonies 
examined contained either the staphylococcus albus or a diphtheroid 
bacillus. In view of the numerical results obtained, the method 
used, and the important principle underlying the method (never to 
allow the bare hand to be contaminated with pathogenic bacteria) 
the writer has no hesitation in recommending the adoption of Dr. 
Theobald’s technique for obstetrical and gynecological practice, 
and also for general operative procedure. The final test is, of 
course, to be made in actual use, and that has, I believe, been done 
successfully by Dr. Theobald. From the bacteriological point of 
view the method has shown no serious disadvantages, and _ is 
certainly superior to many in general use. 

The chief conclusions to be drawn from the investigations are : 

1. Rubber gloves need not be heated. They can be sterilized 
by washing and antiseptic solutions when on the hand. 

2. Washing of the hands before putting on gloves is not an 
advantage; it may even be harmful. 

3. The gloves and hands should be dry. 

4. Treatment of the hands with 1-1000 biniodide and_ spirit 
before the gloves are put on is a method which almost invariably 
gives good bacteriological results. 





CLINICAL REPORTS. 


On a Case of Secondary Abdominal Pregnancy. 


By JOHN BENJAMIN HELLIER, M.D. (Lond.), 


Emeritus Professor of Obstetrics in the University of Leeds; 
Consulting Obstetric Physician to the Leeds General Infirmary. 


Mrs. A. W., aged 38, iii-para, was admitted into the Leeds General 
Infirmary on December 29, 1916, for pregnancy complicated with 
severe abdominal pain. She was a well-developed, healthy-looking 
woman, who had had little illness in her life. She began to 
menstruate at 14, and was always regular, but she suffered from 
dysmenorrheea till after the birth of her first child. She had three 
normal confinements. Her first illness was in 1913, when she was 
admitted to the medical wards of this hospital with symptoms of 
salpingitis on the left side. She had some rise of temperature for 
three days, but was discharged cured in three weeks, and remained 
well after going out. 

In August, 1916, she was working in the harvest field when she 
was seized with severe abdominal pain. This got better with rest, 
but did not altogether cease. During the next two months she did 
not menstruate, and then she had some vaginal hemorrhage, for 
which she consulted Dr. Mitchell, of Thirsk, who thought that she 
was threatened with a miscarriage. She now noticed an abdominal 
swelling which she supposed to be the pregnant uterus. After 
staying a month in bed she was admitted to this hospital with a 
suggestion that she was suffering from pregnancy complicated with 
appendicitis. At this time (Dec. 29) she had an abdominal tumour 
reaching to the navel and corresponding in shape and in many 
features with a six months pregnancy. A souffle could be heard 
over the tumour at one part, but no foetal heart could be heard 
and no foetal parts could be palpated. There was milk in the 
mamme. She had felt no foetal movements, and it was thought 
that it might be a case of pregnancy with a dead foetus. She 
remained under observation for some weeks, but as she was very 
anxious to be restored to active life again it was decided to 
stimulate the uterus to expel its contents. On February 7 she was 


/ 
anesthetized. It was then found that the uterus was empty. On 
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bimanual examination the abdominal tumour was found to move 
with the uterus and it felt much like a myoma, but the amenorrhoea 
and the state of the mammez pointed rather to a diagnosis of ectopic 
pregnancy. On February 10 abdominal section was performed. A 
median incision exposed a centrally placed, large, globular tumour, 
six inches in length and four across from right to left. It lay just 
above the somewhat enlarged uterus to which it was attached. 
After ligaturing and dividing some omental attachments at the 
upper part, it was easy to enucleate the tumour as a whole. It had 
membranous attachments to the fundus uteri and the left broad 
ligament. Two or three largish vessels were ligatured and the 
tumour was removed with but little bleeding. The appendix and 
right ovary were normal. To check some venous oozing a gauze 
pack was left at the site of the pedicle for 48 hours. The abdomen 
was sutured in the usual way with continuous iodized catgut, a few 
silkworm gut sutures and a row of Michel’s clips. 

In the after part of the day the patient was much collapsed, but 
she recovered after the use of rectal saline injections, and made 
an excellent recovery, and was sent to our convalescent home on 
Feb. 21. 


Examination of the specimen removed. Of this an excellent 
drawing has been made by Miss E. Wright, which is here 


reproduced. The greater part of the tumour consisted of a 
haematoma with placental tissue embedded in it. At the lower end 
lay an amniotic sac empty of liquor amnii but containing a foetus 
of about four months development. The foetus was compressed 
and the flattened head is well seen in the drawing. The umbilical 
cord was three inches long. The foetus measured 435 inches, and 
the whole tumour weighed 34 ounces. The genital organs are well 
formed, and the foetus is a male. 

In the drawing the amniotic sac has been opened and the foetus 
drawn downwards. 

A microscopic examination of the hematoma has been made by 
Dr. M. J. Stewart, Clinical Pathologist to the Leeds Infirmary, 
who reported as follows: The large red mass surrounding the 
amniotic cavity is composed of masses of living and necrosed 
chorionic villi embedded in a large amount of old and recent blood- 
clot. Some of the villi are of very large size, and those which are 
not necrosed have well-developed Langhans’ cells and svnevtium., 

The causation of the ectopic gestation may perhaps be traced to 
the previous attack of salpingitis. The pregnancy took place in 
the left tube, which partially ruptured, but as the amniotic sac 
remained intact the foetus was able to develop for four months. 

N.B.—The_ publication of this case has been delaved by 
temporary loss of the MS. and drawing. 





A Modified Gilliam's Operation for Shortening the Round 
Ligaments. 


By J. C. Horpitcn Leicester, M.D., B.S., B.Sc. (Lond.), 
F.R.C.P. (Lond.), F.R.C.S. (Eng.), 
Lieut.-Colonel, 1.M.S.; Professor of Midwifery and Gynecology, 
Medical College, Calcutta; Surgeon to the Eden Hospital for 
Women, Calcutta. 


I HAVE recently been performing a modification of Gilliam’s 
operation for shortening the round ligaments in cases of retro- 
version of the uterus, which appears to me to possess advantages 
which make it worth while describing, so that other gynzecologists 
may have an opportunity of trying it should they think fit to do so. 

For several years past | have performed the operation as 
modified by Berkeley and Bonney, and fully described in their 
text-book of Gynecological Surgery, and found that it gave me 
very good results. It is certainly superior to the original operation 
or any other modification that I have seen described, in that it 
avoids the very real risk of intestinal obstruction, which was, 
to my mind, one of the greatest objections to the original operation. 
The operation I now describe is really a modification of theirs. 

The abdomen is opened by a transverse incision of the skin 
and aponeurosis. After incising the skin, and before dividing the 
aponeurosis the lower flap is carefully dissected from the aponeurosis 
in a downward direction until both the external abdominal rings 
are exposed and clearly defined. The aponeurosis is now divided 
in the line of the original incision carefully separated from the 
muscles by dividing the plane of tissue dipping down between 
them. The muscles are separated in the mid-line and the 
peritoneum opened longitudinally. The uterus is now pulled up, 
and a silkworm gut suture is passed round each round ligament 
and tied not less than three-quarters of an inch from its attachment 
to the uterus. A Lucas’ nephrectomy needle (which I have found 
to be more suitable and better adapted for this purpose than the 
round ligament forceps described by Berkeley and Bonney) is then 
passed into each external abdominal ring, along the inguinal canal 
and then inwards parallel to the round ligament, under the 
peritoneum of the broad ligament, until the site of the ligature 
is reached. During this process the round ligament is kept taut 
by an assistant pulling on the ligature. The needle is then made 
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to emerge through a nick made with a scalpel through the 
peritoneum, threaded with the two ends of the silkworm gut 
ligature and withdrawn. The abdominal incision is then closed as 
follows: The peritoneum with a continuous catgut suture, the 
aponeurosis with a similar stitch. The silkworm gut ligatures on 
the round ligaments are now pulled on until a short loop of the 
round ligament presents at the external abdominal ring, needles 
are threaded on each end of the ligatures and the loop of ligament 
on either side is sutured to the pillars of the ring so that when tied 
the pillars are approximated at the upper part of the ring, which is 
thus partially closed. The subcutaneous fat is then brought 
together with a running suture if necessary, and the skin with 
Michel’s clips. 

It seems to me that by means of this modification the original 
anatomical relations of the parts concerned are more nearly 
preserved than they are in any other operation of the sort I know of, 
and for this reason it would seem to be a more satisfactory 
procedure. 

So far I have carried it out in about 20 cases, and have seen 
no unpleasant after effects from it. I have not as yet had an 
opportunity of seeing how it stands the test of pregnancy and 
labour, but I see no reason to think that in this respect it will prove 
at all less satisfactory than either Gilliam’s original operation, or 
Berkeley and Bonney’s modification thereof. 





A Tubo-ovarian Abscess containing a Living Ascaris 
Lumbricoides. 


By J. PREstoN MAxwe LL, M.D. (Lond.), F.R.C.S. (Eng.), 
Professor of Obstetrics and Gynecology, Peking Union 
Medical College. 


Ascaris lumbricoides is famous for its habits of wandering and 
its appearance in strange places. The occurrence of a living worm 
in a tubo-ovarian abscess or a pyosalpinx has, so far as I can 
learn, been recorded only on one other occasion,! and in that 
case there was a definite opening between the bowel and _ the 
pyosalpinx through which the worm had almost certainly wandered. 

Yang Wang Shih, a married Chinese woman, aged 28, was 
admitted to the Peking Union Medical College Hospital on April 
25, 1923, with the following history :— 

About a month before she had been confined of her fourth 
baby in the Hwai-King-Fu Hospital, Honan. Since that time she 
had suffered on and off from pain in the lower abdomen. 
Her family history and past history were unimportant. She had 
been married for 16 years, and had previously borne three children, 
all of whom were alive and well. Her menstrual history was 
normal. Two days before the last labour she began to suffer from 
lower abdominal pain, which went off for a day after labour and 
then returned in a more acute form. The pain was in sharp 
attacks with a dull ache between these attacks. There .was no 
fever as far as the patient knew, but she was very unobservant, 
and did not know that she had fever when she reached Peking. 
The pain of which she complained was more on the left than on 
the right side of the pelvis. Yang Wang Shih was sent up to me 
by Dr. Baird, of Hwai-King-Fu, because she was not making 
progress towards normal health, and he told me that although her 
temperature after labour was not normal, it caused no anxiety. 

On examination, the following condition was found :—The 
vaginal opening was marital, and admitted two fingers with 
difficultv. The cervix was apparently shortened and soft, the body 
of the uterus a little larger than normal and in fair position. In 
the cul-de-sac, and extending outwards on both sides, there was 
an irregular mass connected with the uterus, larger on the right 
side than on the left. It was not very tender. A diagnosis of 
double pyosalpinx was made, and operation advised. The tempera- 
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ture was irregular, sometimes normal, and sometimes up to 38.4C. 
The stools contained some mucus, and were loose, but neither 
amoebze nor bacillus dysenteriz were found. Ascaris lumbricoides 
Ova were present. There was a little dysuria, and cultures of the 
urine yielded bacillus coli. 

The patient was kept in bed for a week, and her abdomen was 
then opened. The following condition was found :—The uterus 
was a little larger than normal and distinctly soft. On the left 
side there was a pyosalpinx, with some adhesions, which was 
removed. On the right side there was a mass about the size of a 
large hen’s egg, very adherent to the ileum and sigmoid and to 
the floor of Douglas’s pouch. The mass was separated with 
considerable difficulty, and just as the separation was nearly 
completed the wall of the abscess gave way and creamy pus came 
out. Cultures were taken of the pus, and these yielded a gram 
negative bacillus (unclassified) and non-hzemolytic streptococci. 
As soon as this pus was sponged away a living female Ascaris 
lumbricoides appeared, 19cm. in length. It was drawn out of the 
remains of the tubo-ovarian abscess sac. This sac and the right 
Fallopian tube were removed, and the bowel which had been in 
apposition carefully examined for any aperture through which the 
worm might have come, but without finding any sign of a hole 
or indication of a likely site for such a hole. 

There was a little oozing from the site of the tubo-ovarian mass, 
but it was apparently satisfactorily arrested, and the abdomen 
closed. Probably, however, there was renewed oozing for a 
hematoma formed, which became infected and discharged through 
the abdominal wound. Naturally it was foul-smelling, but it was 
not feeculent in odour, and at no time was there any sign of a fecal 
fistula. 

The patient made a good recovery, the abscess cavity closing 
slowly; and she left the hospital well on June 23, 1923, a tiny 
sinus remaining unhealed. 

Examination of her stools when she entered the hospital showed, 
as has been already said, the presence of the fertilized ova of 
ascaris lumbricoides, and santonin had been given before operation, 
with the result that several round worms had been passed. At the 
time of operation none were observed in the bowel which came 
under observation, and there were no ova in the stool on that day 
or thereafter. 

It is difficult to trace the course of events in this case. There 
are two possibilities, one that the worm made its way through 
an opening, which subsequently closed. between the bowel and the 
abscess cavity. It is doubtful whether the pains before labour were 
not simply false labour pains, and the pyosalpinx must have formed 
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subsequent to the labour. If there was an opening between the 
bowel and the tubo-ovarian abscess it is remarkable that it should 
have closed so firmly, and that there should have been no fecal 
odour about the pus in the abscess itself. Another alternative is 
that at some time shortly after labour the worm managed to find 
its way into the vagina and ascended through the uterus into the 
Fallopian tube. We know that it is possible for an ascaris 
lumbricoides to make its way past the bile papilla and up into the 
bile ducts in the liver; and it seems that it would be quite possible 
for this to take place, and for the worm to dilate up the uterine 
end of the Fallopian tube to pass through, but if this was the case 
it is strange that there was not a more acute attack of puerperal 
sepsis. Another wonder is that, having got into the Fallopian tube 
and the abscess having formed it was able to live, for its movements 
on extraction were well marked. The case is another example of 
the frequency with which this parasite turns up in strange 
situations. 


REFERENCE. 
1. Nacken. Zentralb. f. Gyndkol., April 3, 1920; and Brit. Med. Journ., 1920, 
Epitome, 680. The patient in this case was a woman of 21. There was 
a sausage-shaped tumour and the Fallopian tube was adherent to a loop 
of the ileum with which it connected by a small opening. The worm was 
in the pyosalpinx and measured 25 cm, 





Red Degeneration of a Fibroid complicating Pregnancy. 


Myomectomy. Recovery without interruption of the 
Pregnancy. 


By B. K. Tentson Co.tins, M.A., M.D. (Cantab.), F.R.C.S.E., 


Assistant, Gynecological Department, Royal Infirmary, Cardiff; 
Gynecologist to Bridgend and Oakdale Hospitals. 


Mrs. G., aged 33 years, was seen by me in the Out-patient Depart- 
ment of the Royal Infirmary, Cardiff, on Oct. 24, 1923. She had 
been married 18 months. Her last menstrual period was in May, 
and she complained of a swelling, which had been painful for the 
last three days, in her right inguinal region. On examination, she 
was found to be pregnant, and a hard tumour, the size of a small 
orange, was felt on the right side of and incorporated with the 
uterus. The case was diagnosed as one of pregnancy complicated 
by a subperitoneal fibromyoma. 

On Nov. 8, 1923, Mrs. G. was admitted to the gynecological 
ward under the care of Dr. E. T. Collins, and stated that the pain 
in the right iliac region had gradually become more severe, and was 
worse at night and during micturition, which latter was not 
increased in frequency. The temperature was normal, and the 
pulse-rate 88. The swelling was a little larger than when I first 
saw it and more tender. The patient was kept under observation 
until Nov. 14, when the abdomen became a little distended and 
there was some intestinal gurgling over the tumour suggesting an 
adherent cell of bowel. The temperature for the first time rose 
to g9.2°F., the bowels were acting daily and there was no nausea 
or vomiting. Two days later, the temperature being normal and 
the pulse-rate was 84, it was decided to open the abdomen and 
explore the condition. 

I opened the abdomen on Nov. 16, and found a dusky swelling 
on the right anterior wall of the pregnant uterus, to which were 
adherent a piece of inflamed omentum and an adherent coil of small 
intestine. These were separated from the tumour, and I then 
incised the sac with scissors and without difficulty enucleated a 
degenerated and suppurating fibromyoma the size of a large 
orange, pus escaping. I then swabbed out the cavity with iodine, 
cut away the superfluous edges of the sac and closed it with two 
rows of interrupted sutures. The abdomen was closed in three 
layers. The tumour was situated in the wall of the uterus. 

The patient made an uninterrupted recovery, 
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The interesting feature of the case was that till Nov. 14 the 
temperature and pulse-rate were normal, in spite of the fact that 
the tumour was suppurating. 

The weight of the tumour was 1o0ozs., and its circumference 
10 inches, 

Pathological report. The tumour has the characteristics of a 
fibroid undergoing red degeneration. 

Tubercle bacilli or gonococci were not detected in the pus, but 
large numbers of B. coli and a few staphylococci were observed. 





A Portable Operating Table for Obstetric Cases. 


By Dr. H. TvepeGAaRD (Denmark). 


ACCORDING to a historical review by Prof. Ingerslev, Copenhagen, 
in the ‘‘ Ugeskrift for Laeger,’ No. 32, 1915, doctors and other 
health authorities in Denmark, for hundreds of years, in fact 
from the earliest times, have considered the question of transport- 
able obstetric benches. Many modifications have been introduced 
in such benches from time to time, but all of them have been more 
or less impracticable, and when the paper alluded to appeared, the 
use of special obstetric benches had practically been abolished in 
private homes, both in the case of normal births and difficult labour. 

I am quite unacquainted with the conditions prevailing in other 
countries, but | cannot imagine that Denmark can be the only country 
in the world, where the want of a good transportable obstetric bench 
should be felt and where attempts have been made to remedy the 
deficiency. I have, however, observed that such an apparatus does 
not figure in foreign catalogues of surgical instruments and 
equipment, and | conclude that the problem of providing an 
obstetric bench has not been satisfactorily solved in the countries 
in question. 


The obstetric bench designed by myself has steadily increased in 
favour among general practitioners in Denmark since I first 
described it in the ‘‘ Ugeskrift for Laeger’’ igt5. It is used in 
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the out-patient practice of the Maternity Hospital in Copenhagen, 
and is recommended by the members of the staff of that hospital 
as an important item in the equipment requisite for maternity 
work and the treatment of abortion, 

Figure 1 shows the obstetric bench placed on a table. As 
seen from the drawing, it consists of a slightly hollowed wooden 
top to which: is fixed by hinges a support for the back, and this, by 
means of a rack and pinion mechanism, can be set at different 
angles. Two uprights, for the leg-supports, are connected in front 
by hinges to the bench. The leg-supports consist each of a 
hollowed out wooden board upon which the leg rests. These 
wooden boards are the only loose pieces of the bench, and can be 
fixed at different heights. When the bench is packed up for 
transport these leg-supports are secured in the straps behind the 
back-support. 

A couple of ordinary screw-presses serve to fasten the bench 
to the edge of the table, and it can be very easily fixed to almost 
any table, even one that is oval or round, in less than a minute. 


Figure 2 shows the bench packed up for transportation covered 
by a canvas case. It takes the form of a quadrangular package, 
about 6cm. thick, each side being almost 54cm., and the weight 
g} kg. It can easily be carried short distances by means of the 
handle of the case, and it is readily transported in a motor car. 

The advantages of using this obstetric bench in private practice, 
especially in the small homes of the poor are as follows :— 

(1) The position in the room can be chosen so that the light 
conditions for delivery or narcosis, as the case may be, are good. 

(2) The patient’s attitude on the bench permits of a convenient 
and thorough washing and disinfection of the genitalia and a large 
area of the surrounding skin. 

(3) All obstetrical and gynecological investigations are 





ERRATA. 


At the end of the article on ‘‘ A Portable 
Table for Obstetric Cases,’ on p. 75 of the 
Spring No. (1924) of this Journal, for ‘ Price, 
including case, Kr. 19.50,’ please read ‘‘ Price 
Kr. 85, including case, 19.50 extra.”’ 





































A Portable Operating Table 77 


performed better and more advantageously than with the patient 
in bed. 

(4) During operations the operator stands (or sits) at his ease 
without restraint. 

(5) In contradistinction to an ordinary improvised operating 
table two assistants are saved by the use of the leg-supports. 

(6) In case of hemorrhage in connexion with the placenta or 
when the perineum has to be sutured, the medical attendant has 
better control over the conditions. 

(7) With delivery on the bench the bed is not soiled. For this 
reason alone it is better to conduct all cases of labour, including 
normal ones, on the bench. 

My transportable obstetric bench is especially serviceable in the 
treatment of abortion. If the abortion is not induced it arrives 
unexpectedly and often in an alarming manner. No preparations 
of any sort have been made, little or unskilled assistance is available, 
and the patient usually needs to be specially prepared before the 
necessary manipulation can be undertaken, After many years’ 
experience I can state that with the help of the obstetric bench and 
a sterilizer for the instruments (included among which is a self- 
retaining speculum), one can, with a single untrained assistant, 
empty the uterus in a completely satisfactory manner, which is of 
particular importance if the patient is far from a hospital or if for 
other reasons it is undesirable to move the patient. 

It may be added that the obstetric bench is a very useful 
appliance in out-patient practice for use in vulval, vaginal and rectal 
examinations, and, moreover, its rapid and simple adjustment to 
almost any table makes its use practicable in a private consultation 
room if the doctor does not wish space to be taken up by a special 
examination bench. 

The obstetric bench can be obtained from Camillus Nysops 
Etablissement, Udsalg. Kgbmagergade 43, K@benhavnk. Price, 
including case, kr.19.50. 











Obituary. 


JAMES LAMOND LACKIE, M.D., F.R.C.P. (Edin.). 


SELDOM surely, in the space of a few short months, has the hand 
of death exacted such a heavy toll as it has of late demanded from 
among the leaders of the medical profession in Edinburgh, and 
never within recollection have we had to mourn so suddenly the 
loss of so many of the senior members of the department of 
Obstetrics and Gynecology. And sad though it must always be 
to take a last farewell of our great teachers, we cannot but recognize 
how inevitable is their passing when, their work completed, they, 
full of years and honours, attain their final rest. 

But there was no such mitigation of the poignancy of our grief 
when we heard of the death of our beloved friend, James Lamond 
Lackie, which occurred with such unexpected and tragic suddenness 
on the morning of January 5. The day before he had been, to all 
appearance, in his usual health and spirits, full of the joy of life 
and busy with his work and recreation: happy and bright as was 
his wont, a little tired perhaps, but nothing more than that, then 
sound sleep and no awakening. 

Our sorrow at his loss must indeed have been great at any time, 
and even now it seems impossible to realize that he has actually 
been taken from us, in all the vigour of his buoyant manhood, in 
the heyday of his strength and reputation, and almost at the very 
zenith of his professional ability, and of his personal and domestic 
happiness. 

The third son of one of its most prominent business men and 
most highly esteemed and public-spirited citizens, James Lamond 
Lackie was born in Montrose in 1868, and received his preliminary 
education at the Academy, thence passing on to continue his classical 
and literary studies at the University of Aberdeen. But Medicine 
early claimed him for its own, and in October, 1885, he began his 
curriculum at Edinburgh University, where, after an undergraduate 
career of quite exceptional brilliance, he graduated M.B., C.M., 
with First Class Tlonours in 1889, receiving the James Scott 
Scholarship, awarded annually to the graduate most distinguished 
in midwifery. 

Having already won the University medal and Dr. Halliday 
Croom’s prize in the same subject, in addition to the University 
medals in Surgery, it was even then abundantly clear to which of 
the special departments his natural inclination and aptitude would 
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ultimately lead him. Immediately after graduation he was 
appointed House Surgeon to Professor Sir A. R. Simpson, in 
the Royal Maternity and >impson Memorial Hospital, and there- 
after he acted for some time as Resident Assistant in the Royal 
Asylum at Montrose. In April, 1890, he was offered, and accepted, 
the post of Resident Physician in the wards of the late Professor 
Greenfield, in the Royal Infirmary, and it was while acting in this 
capacity that he laid the foundations of that wonderful knowledge 
of general clinical medicine which remained a leading characteristic 
throughout his career, and one which was still further developed 
and consolidated during the following two years while he acted 
as assistant to Dr. Williamson, of Ventnor. 

He returned to Edinburgh in 1892, having been invited, almost 
by accident, to become private assistant to the late Sir Halliday 
Croom, upon whose recommendation he was appointed Clinical 
assistant in the extra-mural gynecological wards, then under the 
care of his Chief. This post he held for one year, during which 
he began a successful and rapidly increasing general practice in 
ihe city. In 1894 he received the degree of M.D. with honours, 
his thesis being on a gynecological subject; and in 1896 he was 
elected a Fellow of the Royal College of Physicians. 

For nine years he was intimately associated with Sir Halliday 
Croom in all his public and private work, assisting him in every 
one of his professional duties and devoting himself with untiring 
energy and characteristic zeal to the development of the world- 
famous class at Minto House, frequently lecturing in the absence 
of his Chief, and being entirely responsible for a long series of 
increasingly popular and successful tutorial classes in Gynecology, 
first at Minto House and later as Gynecological Tutor in the Royal 
Infirmary. 

In 1897 he paid a long visit to some of the Continental schools, 
working especially at Vienna and under Landau in Berlin, return- 
ing home considerably impressed by the rapid advances which were 
at that time being made, particularly in gynaecological surgical 
practice in these centres. It was from this time that he began 
really to specialize in his favourite subjects, but, having already 
succeeded in building up a large and important general practice, 
he found he was unable to abandon it all at once, and this will 
be readily understood by those who knew him intimately. 

One of the most sympathetic and tender-hearted of men, 
handsome, debonair, and with a unique personal charm, he 
exercised an extraordinary fascination over his patients; and this, 
with his wonderful ability and the skill and care so evident in all 
his work, made him seem to all of them, and that in a very especial 
degree, the very beau ideal of the beloved physician. Many of 
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them refused to let him go, and though this proved for a time 
something of a handicap and a heavy additional tax upon his 
strength, it also helped to secure for him all the more permanently 
that unusual breadth of medical vision which made him such an 
eminently safe and reliable consultant. It also had a considerable 
influence in preventing his specialism from becoming in any way 
narrow or exclusive, and in keeping wide the bounds of his 
diagnostic and therapeutic horizon. Doubtless also it had much 
to do with the manner in which he established himself so securely 
in the estimation of his professional brethren, for nothing in the 
record of his work was more remarkable than the extraordinary 
number of the medical men who entrusted to him the care of their 
own relatives when occasion demanded the servics of his special 
department. 

When the decision to specialize had been definitely taken, he 
had not long to wait for recognition. His continued association 
with Sir Halliday Croom, then at the height of his fame, gave him 
an excellent chance, and his own assiduity and love of his work, 
together with his remarkable personal qualities, made success 
assured. Appointments, promotions, and professional distinctions 
followed in due course, and his rise to the front rank in Edinburgh 
was merely a matter of time. 

That James Lamond Lackie was both fortunate and successful 
is, of course, well known, but manv who were much more fortunate 
have been infinitely less successful, and if he had unusual chances, 
he was certainly abundantly qualified to make the exceptionally 
good use of them which he was able to do. Generously endowed 
with all the natural qualities which make for success, it was 
impossible to associate with him in any capacity without actual 
pleasure, and it is therefore difficult to write of him without 
exaggeration and enthusiasm. He inspired affection in every 
quarter and radiated confidence and happiness wherever he went.’ 
His irresistible gaiety and his uniform cheerfulness were contagious, 
and while he enjoyed to the full everything he did, his greatest 
interest and his greatest enjovment were always in his work. 

Essentially conservative in his methods and inclinations, he had 
an unusually receptive mind, and being entirely free from all minor 
affectations and petty prejudices he was ever on the watch for fresh 
ideas in procedure and in treatment. With a sound and well- 
balanced judgment and great powers of acute and accurate observa- 
tion, he was careful and deliberate in decision, but having definitely 
made up his mind he was swift and unhesitating in execution. A 
skilful and judicious surgeon, he probably showed his greatest 
dexterity in the actual manipulations of obstetrics, in all of which 
he admittedly shone. A stern and unsparing critic of his own 
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work, he was most generously appreciative of that of others, and 
scarcely ever was he known even to suggest an unkind thought of 
anyone. 

He had an intense admiration and an ardent and _ lasting 
affection for his great Chief, Sir Halliday Croom, and it was but 
natural that his life and work should reflect much of the influence 
of that celebrated teacher. Together, 25 years ago they formed 
a unique and powerful combination, and one that has been seldom 
matched in Edinburgh in recent times. Their long and intimate 
relationship was always a favourite theme, and latterly had become 
one of his most precious memories. But even here he was still 
prone to allow his continued habit of self-effacement too great a 
scope, and never more noticeably than when having taken the 
principal share in organizing a historic gathering of former 
Assistants and Residents to do honour to the great man on his 
retirement, he insisted on transferring to others the honours of the 
evening which were undoubtedly his by right. 

In his private life he was the soul of generosity and unselfish- 
ness. Simplicity, sincerity and fidelity wrapped him round as 
with a garment, and no more genial host or more trusted colleague 
and adviser could anywhere be found. Unspoiled by personal 
distinction and entirely unaffected by success, he was one of the 
most loved and most lovable of men, and a domestic life of pure 
and unclouded happiness was his just and natural reward. Readily 
and easily accessible to everyone at all times, he was the embodi- 
ment of courtesy and consideration even to the humblest, and 
when work was concerned he never gave his own comfort or 
convenience even a thought. 

Everything he did was done so well and with such graceful and 
unassuming naturalness that criticism was not only silent but 
impossible. A wonderful friend, a great physician, and a devoted 
sportsman in the best and truest sense of the word, he loved his life, 
he loved his work and he loved his fellow men. Never out of 
temper and seldom out of health, whether in his home or on the 
golf-course, curling, or out for a long day’s shooting, he was 
invariably the soul and centre of any social gathering, thinking the 
best and believing the best of all men and leaving everyone the 
better for his influence. As we loved him in his life so shall we 
revere his memory now that he has gone, knowing full well that 
we, his friends, shall never look upon his like again. 


‘« This was the noblest Roman of them all : 

His life was gentle; and the elements 

So mix’d in him, that Nature might stand up 
"? ” 


And say to all the world : ‘ This was a man! 
GEORGE MACKIE, 
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Until the British Congress of Obstetrics and Gynzecology was 
held in Liverpool in 1922, Lamond Lackie had been little more 
than a name to many of us, but on that occasion he left behind him 
an indelible impression of sincerity, keenness and good fellowship. 

In 1923 the Congress was held in Edinburgh, and there we 
found Lamond Lackie installed in that position of great honour, the 
Presidency of the Edinburgh Obstetrical Society, by virtue of which 
he also became President of the Congress. 

Without hesitation it may be said that Lamond Lackie, whether 
presiding over the scientific meetings, the dinner at the Royal 
College of Physicians, or at his own table, lent a touch of distinction, 
a sense of well-being, and an air of geniality never, in my experi- 
ence, surpassed. 

In a few days, by his courtesy and his friendliness—more 
remindful of the warmer south than the frigid north—Lamond 
Lackie put everyone so completely at his ease that he obtained 
from each the best he had to give. Indeed, I think all of us who 
were brought into close contact with Lamond Lackie left Edinburgh 
with a warm love of him in our hearts. 

Gentle, generous, ardent in spirit, a sportsman, he was, above 
all, a gentleman in the perfect sense of the word that baffles 
definition. W. Brair BELL. 





BOOK REVIEWS. 


‘* A Combined Textbook of Obstetrics and Gynacology.’’ By J. M. Munro Kerr, 
M.D., F.R.C.P. and S. (Glas.); James HaiG Fercuson, M.D., F.R.C.S. (Edin.) ; 
James Younc, D.S.O., M.D., F.R.C.S. (Edin.); James Henpry, M.A., B.Sce., 
M.B. E. and S. Livingstone, Edinburgh. 35/- nett. 

THE authors state in the preface that they ‘‘ are of opinion that a combined text- 


book on these two subjects will impress the medical student with the importance 


of a thorough knowledge of obstetrics, and with the fact that the great majority of 


ailments encountered in gynaecological practice are the result of infections and injuries 
contracted during parturition.’’ A student who reads this book carefully cannot fail 
to be impressed with the latter fact and to realize that obstetrics is an important 
branch of preventive medicine. 

The authors are to be congratulated on having produced a handsome, well- 
illustrated book which is eminently readable. Even the less interesting parts of the 
subject are presented in an attractive manner. There is extremely little, if any, 
“dry ’’ reading, the text often reading much more as if the matter had been given in 
an informal class than in a set lecture. It is a solid tome of over 1,000 pages, and 
weighs about 43 Ibs., reminding one of the late Dr. Herman’s remark, ‘* What the 
Germans playfully call a handbook.”’ 

The book is so good as a whole that it is difficult to pick out parts for special 
commendation. The account of the anatomy of menstruation is interesting, and also 
that of the functions of the placenta, with the description of the preparation of food 
constituents for transfer to the foetus. The connecting chapter between the obstetrical 
and gynaecological parts of the book is good. The description of the mechanism of 
labour has been made as simple as possible, with no unnecessary details. The book 
has suffered little from its multiple authorship, but on page 115 it is stated that 
‘* The amniotic fluid is present, often in increased amount, where development of the 
foetus has been arrested, as in hydatidiform or carneous moles.’? The reviewer was 
interested in this statement, and looked forward to hearing more about it later, but 
on page 220 found that the “ amniotic cavity is often small in carneous moles,’ and 
that no mention is made of the amniotic fluid in hydatidiform moles. Again, in the 
account of the development of the vagina on page 77, it is stated that ‘‘ this septum 
is the hymen... . . should this septum persist we would have the menstrual discharge 
retained within the genital tract.’’ On page 612, ‘‘ the obstruction to the escape of 
the menstrual fluid is due not to an imperforate hymen, but,’’ ete. 

There is no account of examination of the placenta and membranes; no mention 
of displacement of the presenting part by Champetier de Ribes’ bag; no mention 
of feeding in hyperemesis as described by Carlton Oldfield and others, and no mention 
of signs of loss of blood in the differential diagnosis of sudden rupture of the 
pregnant Fallopian tube. There is at times some want of detail; for example, *‘ the 
cervical canal should be treated with a silvei solution.’? Query, what strength? There 
are very few points in the teaching to which exception can be taken, though the 
statement that ‘‘ fibroids in the uterus usually cause sterility ’’ is a little too sweeping, 


and the authors cannot expect all teachers to agree with their advice that when 
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puerperal septicaemia is suspected the uterus should be curetted, even when lymphangitis 
and thrombo-phlebitis are present. The student is told that when there is pus forma- 
tion in puerperal cellulitis ‘‘ one of the best situations to make an incision is the 
vault of the vagina.’’ He is not warned that in cellulitis an incision behind the cervix 
will not often strike pus, and that an incision to the side may injure the ureter 
or the large vessels. The illustrations are excellent, and most of them are clear 
and helpful, but the descriptions are not free from mistakes. In Fig, 121 fronto- 
mental and vertico-mental are mixed up: Fig. 234 is upside down, which might puzzle 
the student: Fig. 273, illustrating suture of the uterine wall after Caesarean section 
does not show what it is said to show. Again, in the legend below Fig. 405 “ suture 
of plugs of peritoneum” might puzzle a student until it struck him that ‘‘ plugs ’’? was 
a misprint for ‘‘ flaps.’’The chapter on operations is good, clear, and well-illustrated. 
It is doubtful whether it was worth while devoting eight illustrations to show opera- 
tions for inversion of the uterus, an operation which many gynzcologists have never 
had to perform. 

There are fewer examples of pawky humour than might have been hoped for, 
but the quiet restraint of the following is pleasing: ‘‘ One obstetrician has practised 
and advocated amputation of the mammary glands in eclamptic women. He has not 
found many followers.” 


The advice, ‘‘ carry out artificial respiration under water ”’ 
and “‘ artificial respiration must be continued until the child’s heart has ceased to 
beat,’’ was not intended to be funny, 

With four such able authors it is to be regretted that the services of an editor 
or an efficient proof-reader were not available for some parts of the book, especially 
Parts 4, 5 and 8. There are far too many misprints and mistakes in spelling. 
“ Langhan’s,’’ ‘‘ Sim’s,’’ and ‘* primagravida,’’ frequently repeated, and the last word 


used as either singular or plural, ‘‘ isthmal,’’ ‘‘ cloasma,’’ ‘‘ mossiu,’’ ‘‘ skiograph,”’ 


“cc “cc 


spesis,’’ ‘‘ straight ” for ‘‘ strait,’’ ‘‘ cornveted,’’? ‘‘ examphalos,’’ ‘‘ per urethra,’’ 
and many similar mistakes tend to spoil the pleasure derived from reading this 
otherwise excellent book. 

These criticisms are made in no captious spirit, but chiefly in the hope that they 
may be helpful in preparing the next edition, which will soon be called for, as the 
book is certain to enjoy a large and well-deserved amount of popularity. 


Henry Russe_t ANDREWS. 


“* Obstetrics.” A text-book for the use of students and practitioners. By J. Whitridge 
Williams, Professor of Obstetrics, Johns Hopkins University, Baltimore. Fifth 
enlarged and revised edition; pp. 1,076, with 17 plates and 690 illustrations 
in the text. D. Appleton and Company, New York and London. Price, 40/-. 

Tue world-wide reputation which has been accorded to this text-book makes the 

appearance of a fifth edition an event of great importance in the literature of obstetrics. 

There is no text-book on the subject in English which has been so widely quoted, 

which contains such a rich mine of information and so complete a bibliography of 

the subject attached to each chapter. The present edition has been completely revised 
and brought up to date, and new matter has been added. In particular changes have 
been made with regard to the chapters relating to the development of the ovum and 
placenta, the X-ray diagnosis of pregnancy and of foetal syphilis, the indications for 
podalic version and Czesarean section, the toxzemias of pregnancy, the prevention and 
treatment of post-partum haemorrhage, and the part played by syphilis in causing 
foetal death. The author states that the death-rate from child-birth fell steadily until 
1916, and then rose appreciably until 1921. This, the author considers, is the result 


of the too frequent use of operative procedures on insufficient grounds, as shown by 
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the fact that in America, after puerperal sepsis, Caesarean section constituted the most 
frequent cause of death. This was particularly the case in small towns, not in large 
cities or in country districts. Consequently in this edition the greatest conservatism 
consistent with the safety of the mother and child is insisted upon. The indications 
for operative treatment are very precisely indicated, and in the case of Caesarean section 
are sufficiently limited to damp the ardour of those surgeons who would perform 
the operation for any and every obstetric emergency. There is no doubt that the wave 
of Caesarean section which has passed over the world in the last decade has left 
behind it a trail of débris, in the shape of mortality, morbidity and unpleasant 
sequelz. With regard to post partum hamorrhage, we cannot entirely agree with the 
treatment suggested: kneading of the uterus and an injection of pituitary extract is 
given, then, if bleeding is not controlled, a hot intra-uterine douche ; but if this fails 
the author advises plugging the uterus. No mention is made of bimanual compression 
of the uterus, which, we consider, will always arrest haemorrhage at once and give 
time for other accessory methods to be used. The essential thing is to waste no time; 
deaths from post-partum haemorrhage occur because bimanual compression is not done 
at once and valuable time is wasted in giving drugs, which take time to act, and in 
preparing a hot douche. As for Momberg’s tourniquet, which is also mentioned, we 
cannot imagine the suburban or country doctor using it or an improvised substitute 
with any success. We also notice that the treatment of acute puerperal inversion is 
dismissed in a very few lines, and no mention is made of Aveling’s repositor, which 
never fails if properly applied, even in cases of some months’ standing. No book on 
medical subjects has ever been written which could not be criticized in parts, and this 
is no exception, but, taken as a whole, the work must be looked upon as the most 
complete exposition of modern conventional obstetric teaching in the English language, 


T. G. STEVENS. 


‘* Gynecology.””’ By Wititiam P. Graves, A.B., M.D., F.A.C.S., Professor of 
Gynecology at Harvard Medical School ; Surgeon-in-Chief to the Free Hospital 
for Women, Brookline ; Consulting Physician to the Boston Lying-in-Hospital. 
Octavo, 936 pages, with 388 Half-tone and Pen Drawings by the Author, and 
149 Microscopic Drawings. Third Edition, thoroughly revised. Cloth, 45s. net. 
W. B. Saunders Company, Ltd., London and Philadelphia. 

Tue third edition of this book has been considerably revised and enlarged. It 
retains the general excellence of standard, and is written on the same lines as its 
predecessors. The addition of 48 pages and 44 illustrations has caused a little 
confusion on three of the occasions on which the reader is referred to other parts 
of the book. On page 513 one is referred to page 696, but is unable to discover 
the reference, as it refers to page 696 in the second edition. Similar slips occur on 
pages 65 and 171. Otherwise no misprints were noticed. 

The production of the whole book is excellent, even for an American publisher 
American text-books always make English text-books look cheap. The illustrations 
especially attract attention. They show up the particular points with great clearness, 
and at the same time do not savour of diagrams. 

Part I discusses the physiology and relationship of gynacology to the general 
organism, and is most interestingly written. Some of the matter is still rather 
speculative, and we cannot help feeling that it is the subject of a monograph more 
than for a text-book of the merit of this one. There are few changes from the second 
edition, chiefly in the form of footnotes. There is over a page of new matter in 
small print on the relation between ovulation and menstruation which is distinctly 
speculative. 





86 Journal of Obstetrics and Gynecology 


Part If has been carefully revised in many parts, and brought up to date. 
The whole of the treatment of gonococcal vulvo-vaginitis in children has been 
re-written. No mention is made of “ flavine’’? in the treatment of gonorrhea. 
In England it is held to have almost a specific action on the gonococcus. There is 
much that is new on the radium treatment on malignant growths—particularly 
carcinoma of the cervix. This is very fairly and fully expounded, and it is interesting 
to note that Professor Graves states that he has given up radium as a means of 
making a borderline case operable—a procedure which has recently been re-advocated 
in this country. He strongly advocates supra-vaginal hysterectomy with fixation 
of the stump to the sheath of the rectus abdominalis, as part of the treatment of 
procidentia, a procedure almost universally condemned in this country. 

There is a large new section on the theories of the formation and development 
of ovarian cysts—one of the clearest expositions we have ever read—including a 


‘ 


discussion on ‘* dermoid cysts and teratomata.’’ 

A full account of Sampson’s work on *‘ chocolate cysts of the ovary ’’ is given. 
The author has accepted this work without reserve, but he does not seem so 
enthusiastic over Rubin’s method of testing the patency of the Fallopian tubes by 
inflation with CO, through the cervix. 


We note that on page 334 he states that fibroids impacted the pelvis ‘* caused by 
pressure suppression of urine.’’ Is not the phrase ‘* suppression of urine ’’ limited in 
its meaning in America as it is in England? 

The operations he describes in Part II] make one feel that he does not think 
much of the general surgeon. In this edition he has cut out the description of an 
operation for varicose veins of the leg, but he still gives five operations for 
ventral hernia, one for femoral hernia, five kidney operations, two operations on the 
bladder, and four each for the ureter and rectum. In spite of this wide view of 
gynecology which increases his opportunities beyond the wildest dreams of the most 
enterprising British gynaecologist, he does not deal in diseases of the breast! The 
only fault in the strictly gynecological operations is their multiplicity. It is rather 
redundant to give four different operations for cystocele and four for perinaeorrhapy. 

This edition bids fair to eclipse its predecessors in popularity, and we heartily 
congratulate the author on his fine achievement. Louis Carnac RIvett. 


** Biology and Pathology of Women.’’ By JoseF HatBan and Lupwic Seitz. Urban 
and Schwarzenberg, Berlin, 1924. 

Part 3 of vol. iii, pp. 1—280, with 41 illustrations in the text and four coloured plates. 

This part deals with the constitutional types of women, disorders of growth and 
osteomalacia and chlorosis. The article on the constitutional types of women, 
especially the intersexual type, is by the late Prof. P. Mathes of Innsbruck. After 
consideration of the question of what is normal and what ‘“‘ constitution ”’ consists in, 
the author shows in what respect the individuals and the organs may vary. 
The author describes in detail, with photographic illustrations, the status pyenicus 
(Kretchmer), the status hypoplasticus, infantilismus, status hyperplasticus, status 
asthenico-ptoticus, sexual hypoplasia and intersexuality (deficient sexual differentiation). 
On the last of these subjects an interesting account is given, with illustrations and 
experiments. The disorders of growth (vegetations and wachtumsstérungen) are 
dealt with by Prof. Hans Guggisberg of Berne. Dwarfs are divided into proportioned 
and disproportioned : of the former class are the primordial, pituitary and hypoplastic ; 
of the latter the rickety, chondrodystrophic, hypothyreotic and that due to congenital 
bone defects. Some remarkable figures are given illustrating some of these conditions. 
Gigantism is divided into physiological and pathological. A remarkable example of 
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high growth (hochwuchs) is illustrated by a photograph of a handsome giantess, 
measuring 207 cm. (6 ft. 95 in.) in height. Agenitalism is divided into aplasia of the 
gonads, the effects of castration, hypogenitalism, eunuchoidism and hypergenitalism 
(pubertas precox). These varieties are well described and illustrated. Osteomalacia 
and chlorosis are also thoroughly dealt with by Prof. Hans, Guggisberg. It is to be 
hoped that the views of Professor Mathes on the unnecessary operations performed 
on many neurasthenic women for displacements and ‘“‘ ovaritis ’’ will be accepted 
by serious gynzcologists, to whom this great work must appeal. 

Part 4 (vol. i), pp. 289—632, with 121 illustrations, some partly coloured, and nine 
coloured plates (19.5 Swiss francs). 

This part contains the conclusion of the history of the normal development of the 
female generative organs, by Lubosch, of Wiirzburg; the anatomy, histology and 
topography of the female uro-genital apparatus, by Oertel, of Cologne ; the comparative 
anatomy of the female sexual organs in domestic animals, by Schmalz, of Berlin ; 
the female sexual apparatus of the rabbit, guinea-pig, rat and mouse, by Drahn, of 
Berlin ; racial questions, by Stratz, of The Hague; and the physiology of the female 
generative organs, by L. Fraenkel, of Breslau. 

The first of these chapters consists of only one page and a half, and no reason 
appears why it should not have been printed with the preceding part of the first volume. 
It is to be hoped that the Editors will shortly be able to publish the parts in their 
proper order, and if possible in volumes. In this connexion we note that although 
the price of the separate part is given there is a statement on the cover that the 
part is not sold separately. Dr. Oertel’s chapter on anatomy, etc., is admirable, and 
contains some excellent, partly coloured, illustrations from the works of Toldt, Lubosch 
and others. The semi-diagrammatic illustrations of the hymen are incomplete and 
too elementary for a work of this magnitude. No less than 80 pages are devoted 
to the generative organs of the lower animals, a whole page being occupied by the 
figure of a section through half the body of a pregnant cow. A somewhat briefer 
account, with comparisons with the human animal, would have been more useful to 
gynzecologists, though one can hardly expect the veterinary surgeons who have written 
these chapters to look at the subject from the same point of view. 

Racial questions are discussed by Stratz, and are illustrated by excellent photographs 
showing variations in the figure, pelvis, breasts, generative organs, etc. The well- 
known blue spots over the sacrum of Mongolian children were found to occur 
in 99 per cent. of Japanese, Chinese, and Javanese children. It is stated that Adachi 
has found the spots in European children, and Brennemann in go per cent. of negroes. 
With regard to syphilis, Stratz states that in the women’s hospital at Pegirian, in 
Java, of 600 patients only three were said to be syphilitic: a careful investigation 
showed syphilis to be present in no less than 540, or go per cent. 

The chapter on the physiology of the female generative organs by L. Fraenkel 
is full of interest, especially that part dealing with the corpus luteum and the 
interstitial cells and interstitial glands of the ovary. Fraenkel examined the ovaries 
of 81 kinds of animals, and found the interstitial glands in only 40 per cent. He gives 
a coloured illustration of extensive development of the interstitial gland in the 
kangaroo. He shows that the interstitial tissue arises from atretic follicles. He was 
unable to find interstitial glands in the ovaries of women or anthropoid apes, and 
mentions that Aschoff, Robert Meyer and others deny the existence of interstitial glands 
altogether, a view which the author’s researches do not support. 

The part closes with a valuable review of recent experimental work on extracts 
obtained from the placenta, corpus luteum and ovary. 

Parts 3 and 4 of this great handbook maintain the high scientific level of their 
predecessors, HRS. 
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“The Toxamia of Acute Intestinal Obstruction: or Vomiting as a Pathological 
Force.’’ By R. H. Paramore, M.D. (Lond.), F.R.C.S. (Eng.) Pages viii+ 66; 
one chart; cr. 8vo. H. K .Lewis and Co., Ltd., London. Price, 5/- net. 

ComMONLy accepted theory, based to a certain extent on the work of McQuarrie and 

Whipple, attributes renal impairment associated with acute intestinal obstruction to the 

influence of toxic proteose absorbed from the gut. The small but interesting volume 

under review presents an engaging criticism of this contention. The author’s ulterior 
motive is admittedly to meet an objection that has been raised to his well-known view 
of the aetiology of eclampsia. Whereas he has maintained that the visceral disabilities 
in this state are determined mechanically, by the effects of an exaggerated intra- 
abdominal pressure,, and are in turn responsible for the onset of fits, it has been 
submitted by others that eclampsia is not a feature of acute intestinal obstruction, as 
his hypothesis might suggest. Mr. Paramore, in his preface, argues that the constant 
vomiting which characterizes the latter condition eliminates material that would 
otherwise ultimately determine the fits. He proceeds to ascribe the observed defects of 
renal function in the same condition to mechanical influences, of which vomiting 
provides an important factor. It will be obvious that these are not mutually supporting 
propositions, although they are not incompatible. Attractive as we find the author’s 
views, it is difficult to escape the impression of special pleading. His arguments are 
at times brilliant, and they may well find confirmaton in future research, but hitherto 
it must be allowed that they are based on a somewhat inadequate array of cold- 
blooded scientific facts. F.C. 


** X-Rays: their Origin, Dosage and Practical Application.’ By W. E. ScHatt, B.Sc., 
F.Inst.P. Pp, 119. Price 5/-. John Wright and Sons, Ltd., Bristol. 

Tus is a new and much enlarged edition of the X-ray section of Mr. Schall’s 
‘** Electro Medical Instruments and their Management,’’ which first appeared in 1892. 
It summarizes in a convenient form much information from different sources on X-rays 
and their uses in diagnosis and treatment, special attention being given to recent 
advances in deep-therapy apparatus and methods. A few mistakes in the text should 
be rectified in a future edition. On p. 48 the skin of the face is said to be the least 
sensitive part of the body surface, whereas most workers have found it the most 
sensitive to radiation. In the footnote to p. 16 it is stated as ‘ proved’ that hard 
rays are considerably less effective biologically than soft rays. This is contradicted 
by theory and by a number of experiments, and must still be regarded as a matter 
sub judice. On pages 23 and 32 it is stated that it ‘‘is not possible’ to obtain 
the finest details in negatives with Coolidge tubes, owing to their focus which is broader 
than some gas-tubes have. With suitable diaphragms and a suitable distance it is possible 
to obtain negatives with the Coolidge tube whch are indistinguishable from those 
obtained by gas-tubes. The method of holding the hand between the tube and a 
fluorescent screen to see how the tube is working, and its quality of ray, has been 
one of the causes of damage to X-ray workers’ hands, and it should be deleted 
from p. 37 on this account, or mentioned only to be condemned, especially as the 
preface recommends the book to ‘‘ beginners,’’ who cannot be expected to know what 
Mr. Schall means when he warns against repeating this experiment ‘‘ too often ’’! 

On p. 49, discussing treatment arrangements, it is said that ‘* one nurse can usually 
attend to two sets of apparatus at the same time.’’ The reviewer has tried this 
himself on several occasions, and found it impossible without a risk of accident, 
especially when deep-treatments are being given: for each patient’s liability to 
movement must be continuously guarded against, while constant attention is being 
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paid to the working of the apparatus. The continuous attention to two patients and 


two sets of apparatus is a responsibility which should not be given to any one 
nurse or operator. 


On p. 67 the pelvis is said to require the longest exposure for diagnosis, but the 
head in its longer diameter may need twice as long an exposure as the pelvis, if good 
detail of the nasal sinuses is to be obtained. This is indicated in the tables of 
suggested exposures on p. 110, where the antrum exposures are given as the longest. 
The suggested times for the examination of the teeth are much too long, however, 
for the usual film-speed and distance employed. 

Apart from these criticisms, Mr. Schall’s book can be warmly recommended as 
a clear and popular presentation of its subject. J.H.D.W. 
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important articles, from the following journals, with which the ‘ Journal 
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British.—The Lancet ; British Medical Journal; The Hospital and Health Review ; 
Medical Science: Abstracts and Reviews. 
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It is hoped that the Review of Current Literature will keep the readers 
of this Journal in touch with current work throughout the world. At 
the end of each year it is proposed to print an Index of all the subjects 
contained in the articles of the above journals. Arrangements will also be 
made to include abstracts of important articles on border-line subjects, such 
as Physiology, Biology and Biochemistry. 


LIST OF ABSTRACTORS. 
London: J. R.. Forrest, F. E. Tayior, F.R.C.S. 
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Sheffield: W. W. KiNG, F.R.C.S. 
Edinburgh: W. F. THEODORE HAUvLTatNn, F.R.C.S. 
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Lancet. 
October 13, 1923. 
*Some changes in obstetric practice since the foundation of the Medical 
Society of London. Spencer, H. R. 
Cow’s milk in infant feeding. BLacksurn, R. J. (Correspondence.) 
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October 20, 1923. 
*A note on acute Bacillus coli infection of the gastro-intestinal tract in the 
new-born child contracted from its mother. CHALMERS, R. 
The diathermy treatment of gonorrhcea in women. Ropinson, C. A. 
(Correspondence.) 
October 27, 1923. 
Pregnancy and tuberculosis. (Annotation.) 
X-ray diagnosis of pregnancy: its medico-legal aspect. Canby, T. 1. 
(Correspondence.) 
November 3, 1923. 
Pregnancy complicated by heart disease. (Annotation.) 
The albuminuria of pregnancy. CooKx, F.  (Correspondence.) 


November to, 1923. 

Gynecology and general medicine : the relation between certain disorders 
of the female pelvic organs and symptoms ordinarily considered by the 
physician. McCrea, H. M., and Bonney, V. 

Experimental hermaphroditism. (Annotation.) 

Syphilitic chancre of the vagina. (Annotation.) 

The albuminuria of pregnancy. PARAMORE, R. H. (Correspondence.) 


November 17, 1923. 
Standardized dried milk. (Annotation.) 
Diurnal incontinence in women. (Annotation.) 
Albuminuria of pregnancy. RussEL., J. W. (Correspondence.) 


November 24, 1923. 
A case of albuminuria of pregnancy. Cook, F., and Lioyp, V. E. 
The prophylaxis of congenital syphilis. (Annotation.) 
December 1, 1923. 
Chemical changes in pasteurized milk. (Special Article.) 
The albuminuria of pregnancy. PARAMorE, R. H. (Correspondence.) 
Midwifery teaching and practice in India. (Notes and Comments.) 


December 15, 1923. 
*Intracranial birth injuries. CAMERON, H. C. 
*The treatment of prolapse. WHITEHOUSE, B. 
Alarming increase of criminal abortion in Vienna. (Special article.) 


December 22, 1923. 
Chronic tonsillitis and puerperal sepsis. (Annotation.) 
Bitemporal contraction of fields of vision in pregnancy. (Annotation.) 
Treatment of melcena neonatorum. (Annotation.) 


December 209, 1923. 

Birth control and the Ministry of Health. (Notes and Comments.) 

Some changes in obstetric practice. In his presidential address Spencer 
reviews some changes in obstetric practice, particularly with respect to 
contracted pelvis, which have occurred since the foundation of the Medical 
Society of London, As this Society was founded in the year 1773, the 
address constitutes an interesting account of some of the more important 
changes which have taken place during the last 150 years. 
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Acute Bacillus coli infection of the gastro-intestinal tract in the new-born 
child contracted from its mother. Chalmers reports in detail seven cases 
which support the view that a great deal of the gastro-intestinal disturbances 
of early infancy is the result of a toxemia in the mother, acting on the 
foetus in utero. Early jaundice, flatulence, vomiting and difficulty in 
finding a suitable diet were always more in evidence in children of mothers 
who were in a toxic state while carrying. Whether the infection is ante- 
natal, during birth, or post-natal, it is often difficult to say, as all three 
seem te be possibilities. Chalmers considers that there is often a double 
infection in the mothers—a streptococcal infection which he thinks is 
primary and a bacillus coli infection which he thinks is secondary. 


Intracranial birth injuries. Cameron points out the belief that infants 
surviving intracranial haemorrhage at birth lived to form some part of the 
total of cases of cerebral diplegias has in the past been very generally held. 
At the present day, however, neurological opinion appears to be averse 
from this view. 

The need for a skilled routine examination of the new-born to detect 
evidence of the presence of intracranial haemorrhage in any infant whose 
well being is in the least in doubt appears to be the first and most important 
deduction to be made from Holland’s work. The certainty with which in 
general practice the minor degrees of pyloric stenosis or scurvy are recog- 
nized to-day and the rarity with which they were detected save in their most 
pronounced form 20 years ago, suggests the possibility that the attention 
of the profession has only to be aroused to bring to light many cases of 
slighter intracranial hemorrhage. It also seems that since intracranial 
hemorrhage occurs especially in the premature and feeble child we must 
be careful in adducing the degree of prematurity or feebleness as itself a 
sufficient explanation of the failure to suck or of asphyxia or of somnolence. 
Mere unripeness is in common experience compatible with a high degree 
of vitality. Death from prematurity or congenital feebleness may be due 
as often to trauma as to deficient development. 


The treatment of prolapse. Whitehouse states that prolapse is a compre- 
hensive term covering a variety of lesions differing in their etiology and 
pathology. A careful local examination should be made to ascertain the 
actual cause of the prolapse. The treatment is then considered under 
three headings : (1) prophylactic, (2) operative, (3) palliative. Experience 
has proved the value of the various surgical methods. Although palliative 
treatment occupies a definite place in the treatment of prolapse and a well- 
fitting pessary relieves many a patient from her symptoms, it must be 
remembered that once pessary treatment is instituted a woman in nine 
cases out of ten is condemned to wear an instrument all her life unless she 
submits to surgical treatment. 1 yy) Digs be 


British Medical Journal. 
October 6, 1923. 
*The use and abuse of obstetric forceps. BERKELEY, C., FAIRBAIRN, J., and 
others. 
Hzemorrhagic disease of the newly born treated successfully by injections 
of the father’s blood. ROBERTSON, F. W. 
The use and abuse of obstetric forceps. (Leading article.) 
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October 20, 1923. 
Ante-partum heemorrhage due to placenta previa associated with albu- 
minuria and eclampsia. BRADSHAW, L. W. 


October 27, 1923. 
Ante-partum hemorrhage due to placenta preevia, associated with albu- 
minuria and eclampsia. JOHNSTONE, R. W. (Correspondence.) 
The use and abuse of obstetric forceps. Joy, N. H. (Correspondence.) 


November 10, 1923. 
Ante-partum haemorrhage and eclampsia. PARAMORE, R. H. (Correspon- 
dence.) 
The use and abuse of obstetric forceps. Forp, R. K. (Correspondence.) 
Menstrual disability. Foxton, H. 


November 17, 1923. 
*Difficult midwifery in general practice. LUKER, S. E. 
Melzena neonatorum: recovery. NaAsH, W. G. 
Ante-partum hemorrhage and eclampsia. YOuNG, J. (Correspondence.) 


November 24, 1923. 
Puerperal morbidity. FirzGrpson, G. (Correspondence.) 


December 1, 1923. 
Difficult midwifery in general practice. ToTreNHam, R. E., GREENWOOD, 
W. O., and Norman, V. (Correspondence.) 
Ante-partum hemorrhage and eclampsia. PARAMORE, R. H. (Corrres- 
pondence.) 


December 15, 1923. 
Twin pregnancy in bicornuate uterus with contracted pelvis: delivery by 
Caesarean section. LAmp, J. 
(Estrus, ovulation and menstruation. (Leading Article.) 
The use and abuse of obstetric forceps. Scott, G. W. (Correspondence.) 
Difficult midwifery in general practice. FAIRBAIRN, J. S. ( Correspondence.) 
Supravaginal hysterectomy and panhysterectomy. SHAw, W. F. (Cor- 
respondence.) 


December 22, 1923. 
Spontaneous rupture of the lower uterine segment. Pracy, D. S. 
Melzena neonatorum treated by injection of paternal blood: recovery. 
HAMILTON, J., and Kirt, F. J. 
A modern Maternity and Child Welfare Centre. (The Week.) 
Posture during delivery. MacPuat, J. R. (Correspondence.) 
Difficult midwifery in general practice. Watson, R. (Correspondence.) 


December 29, 1923. 
Difficult midwifery in general practice. Forp, R. K., and Moss, E. 
(Correspondence.) 


The use and abuse of obstetric forceps. The opening paper by Berkeley i 
the British Medical Association discussion appeared in Vol. xxx (No. 
1923) of this Journal (see p. 413). 
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Difficult midwifery in general practice. In this address Luker limits 
himself to varieties of difficult labour which occur most frequently, pointing 
out that in some of these the treatment has altered during recent years, and 
what was the accepted practice twenty years ago is now changed or con- 
siderably modified. The scope of the address can best be gathered from 
the headings of the subjects dealt with. They are—The prevention of 
difficult labour; Contracted pelvis; Large size of foetus and foetal head; 
Breech presentation; Ante-partum haemorrhage; Version; Post-partum 
heemorrhage ; Caesarean section; Unreduced occipito-posterior position. 


Spontaneous rupture of the lower uterine segment. Pracy records a case of 
labour at the 36th or 37th week in a primigravida aged 30 which presented 
no abnormality until the infant, which weighed 5 lbs., was born. Imme- 
diately following the birth of the child a large haemorrhage occurred. The 
fundus was well contracted. A hand passed into the vagina revealed a 
laceration which admitted the whole hand and which extended through the 
cervix and lower uterine segment into the left broad ligament. The 
placenta was removed and two volsella were placed so as to take a broad 
grip of the walls of the tear. They were removed in 48 hours. The wound 
healed soundly and the patient made an uninterrupted recovery. Seven 
months later the patient again became pregnant and was normally delivered 
of a 7} lbs. child at the 39th week. The cause of the laceration was obscure. 
Pracy considers that the small size of the baby and the precipitate second 
stage suggest that the tear must have been caused by insufficient dilatation 
of the lower part of the cervix and external os, and raise the suspicion that 
this part of the uterus may not have been of full adult development. 

Be, fe. 


The Medical Journal of Australia. 
July 21, 1923. 
Salpingitis with sinus to the groin. SCHILINK, H. N. 


July 28, 1923. 
*Hyoscine and morphine narcosis in the management of labour. MicHop, 
Ee AL o. 


August 18, 1923. 
*Some child welfare centres in Great Britain. Their methods and results. 
Juil, R. H. M. 
An unusual obstetric case. LETHBRIDGE, H. O. 


September 8, 1923. 
The duration of pregnancy. (Current Comment.) 


Hyoscine and morphine narcosis in the management of labour. Michod 
has employed this method in 120 cases since 1918 with varying success. 
He considers the phrase “ twilight sleep ” to be an unfortunate one, though 
the name has caught on with the general public and it is now difficult 
to avoid using the term, it savours of charlatanism and has raised an 
antagonistic feeling amongst a considerable proportion of the medical 
profession. 


He found Hoffmann la Roche’s ‘‘Omnopon” the most successful 
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preparation, especially in the case of big heavy women whom he found 
some difficulty in getting under with the hyoscine and morphine combina- 
tion. 

He concludes that unless it is found that the figures published by Dr. 
Webb-Johnson and others proving that the mortality of the children is not 
increased, are not proved to be false the only argument that can be brought 
against the method is that the babies are born blue. The number of 
women asking for it is increasing every year and we must be prepared to 
offer women the benefit they can obtain from hyoscine and morphine. 


Some child welfare centres in Great Britain. Jull considers that it is not 
yet sufficiently recognized that whatever the infant mortality of a given 
community it does not by a long way represent the cost to it of want of 
proper care of its children in their earliest years. Many children who do 
not die are severely handicapped all their life by ante-natal or post-natal 
neglect or disease. The economic loss inflicted on the community by their 
poor health and efficiency must also be a very considerable burden. 

We have been extraordinarily slow, she adds, in recognizing these faets 
in an organized way, but there is no doubt that Great Britain is at last alive 
to them and is putting its house in order. It would be wise for Australia 
to begin now while the problem is comparatively easy to deal with. 

Ber Have: 


American Journal of Obstetrics and Gynecology. 
Vol. 6, No. 5, November, 1923. 

The relationship of utero-placental apoplexy to ablatio placentz. 
Rupo_rH W. HOLMEs. 

Some observations on placental infarcts. FRED L. ADAIR. 

The trend of modern obstetrics—What is the danger? How can it be 
changed? BROOKE ANSPACH. 

*A simple method of testing the patency of the Fallopian tubes. N. 
HEANEY. 

The teaching of obstetrics and gynecology. W. B. HENDRY. 

*The postmature child. CHARLES O’KEEFE. 

A case of pregnancy in a double uterus (uterus didelphys). JosErH 
MUNDELL. 

*Insufflation of Fallopian tubes by air and hand bulb. ROBERT DICKENSON. 

COLLECTIVE REvIEW.—Some aspects of the metabolic disturbances occur- 
ring during the eclamptic state. E. D. PLass. 


Vol. 6, No. 6, December, 1923. 

Placental circulation. JOHN FRASER. 

Blood-pressure changes following delivery. O. H. ScHWARz. 

*Carcinoma of Bartholin’s gland. F. H. Fas. 

*Pyelitis of pregnancy. Norris W. VAux. 

Abdominal hysterectomy under morphine, scopolamine and local anes- 
thesia. F. C. IRVING. 

*Hydroureter and hydronephrosis : a frequent secondary finding in cases 
of prolapse of the uterus and bladder. J. BREeTTAVER and I. C. Rusin. 

The toxzemias of pregnancy viewed from the standpoint of chronic sepsis 
as the etiological factor. J. FE. Ta.sor, 
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The indications for and the value of tubal patency tests in the study of 
sterility. Wm. H. Cary. 

*The physiological loss of weight in the new-born and its control. EDWIN 
A. RIESENFELD. 

Radium as a substitute for hysterectomy. C. W. WOODALL. 

Dental care during the prenatal period. W. N. ROWLEY. 

SELECTED ABSTRACTS.—Carcinoma of genitalia. 


Vol. 7, No. 1, January, 1924. 

*Ovarian pregnancy, with the report of a case. LYLE A. SUTTON. 

The repair of birth lacerations of the cervix uteri. L. A. EMGE. 

*The Abderhalden reaction. F. C. SMITH. 

The newborn service in a university hospital. L. T. Davipson. 

Observations on the viability of the mammalian ovum. C. HARTMAN. 

The value of certain gynecological operations. H. K. TUTTLE. 

The occiput posterior. P. T. HARPER. 

The results of follow-up work with infants in a maternity hospital. W. 
I. CARR. 

*The use of pituitary extract in labour. B. STEINBERG. 

The Rosenthal liver function test in obstetrics. O. S. Kress and W. J. 
DIECKMANN. 

Intrapartum and postpartum streptococcus septicaemia of extra-pelvic 
origin. S. A. WOLFE. 

*Abdominal pregnancy with favourable outcome at term.—Report of a case. 
C. H. Brown. 

Chronic ulcer of vagina of undetermined origin. I. Kross. 

Report of a case of anencephaly.—Diagnosis before onset of labour. A. 
M. CAMPBELL and P. W. WILLITs. 

Report of a case of adenocarcinoma of the body of the uterus. J. S. 
HORSLEY. 

COLLECTIVE REVIEW.—The application of X-ray to obstetrics and gyne- 
cology. R. SPILLMAN. 

SELECTED ABSTRACTS.—Complications of labour and their prevention. 


A simple method of testing the patency of the Fallopian tubes. Heaney finds 
that air is just as efficient as either oxygen or carbon dioxide and he makes 
use of an ordinary ear syringe for the test. He states that it is easy to 
feel when the air is passing into the peritoneal cavity and that X-ray 


examination is as unnecessary as it is to inject sufficient gas to cause 
shoulder pain. 


The postmature child. ©’Keefe has studied this problem and concludes 
that occipito-posterior positions are more frequently encountered and less 
easy rotated than is the case with the average child. 


The cause of the prolongation of the period of gestation is not definitely 
known. 


Insufflation of Fallopian tubes by air and hand bulb. This communication is 
supplementary to one published two years ago, and shows some minor 
modifications of the author’s method of air insufflation of the tubes. 

Amongst the contraindications for the test may be mentioned all active 
inflammations, adherent retroversion, heart disease and epilepsy. The test 
should only be undertaken in the mid-menstrual period, 
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Carcinoma of Bartholin’s gland. Fall reports an instance of this rare new 
growth in a woman aged 38, who had noticed a tumour in the labium for 
two years. 

The growth was excised and the area treated with radium and X-rays. 
Fourteen months after operation there was no sign of recurrence. 


Pyelitis of pregnancy. Vaux is orthodox in his ideas as to the causation 
and treatment of this disease. He believes in an haematogenous as opposed 
to an ascending infection, but is aware of the symptomatic relief to be 
obtained by posture. 

After testing most lines of treatment he has convinced himself that the 
symptoms are most rapidly relieved by the administration of large doses of 
alkali. 


Hydroureter and hydronephrosis ; a frequent secondary finding in cases of prolapse 
of the uterus and bladder. The author found evidence of dilatation of the 
ureter in eight out of ten cases of prolapse as tested by the injection of 
fluid through ureteral catheters. 

In general it may be said that the older the patient and the longer the 
duration of the prolapse, the more likely will it be associated with the 
dilatation of the renal pelvis and ureters. 

It is strange that though the author uses ventralfixation in the cure of 
prolapse he makes no mention of having confirmed his observations by 
inspection of the ureters at the time of operation. 


The physiological loss of weight in the newborn and its control. In most in- 
fants the loss of weight occurring after birth may be viewed with equani- 
mity. But in premature children the loss may assume proportions great 
enough to jeopardize life. Avoidance of the chilling to which most infants 
are exposed has been followed by an appreciable lessing of the loss. The 
body temperature should therefore be maintained during the first day of 
life, and this in conjunction with proper amount of fluid by mouth, may 
conceivably avoid the fall in weight. 


Ovarian pregnancy—with the report of a case. T,yle Sutton presents the 
report of a case of ovarian pregnancy of about six weeks’ duration. — It 
followed the typical course of an ectopic pregnancy and was operated upon 
approximately two to three months after the onset of the apparent termina- 
tion of the pregnancy. The case presents one unusual feature in that 
endometrial tissue was present in the ovary. It is interesting to speculate 
upon the possible causal relationship between this fact and the implantation 
of the ovum in the ovary. Those who record such cases in the future 
should pay special attention to this point. 


The Abderhalden reaction. The authors have re-tested this reaction and, 
like other investigators, have found it of no diagnostic value. 


The use of pituitary extract. As the result of the observation of 60 labours 
treated with pituitary extract, Steinberg feels satisfied as to the safety of 
the drug. No patients died and he saw no evidence of tetanic contractions. 
A consideration of his tracings of intrauterine pressure before and after the 
administration of pituitary extract throws some doubt upon this last obser- 


H 
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vation. His manometer tracings show that pituitary contractions occur at 
much shorter intervals and are irregular and of great intensity. It is but 


a short step from such contractions to the tetanic spasm recorded by so 
many observers. 


Abdominal pregnancy with a favourable outcome at term—report of a case. 
The termination of an ectopic pregnancy with the delivery of a full-term 
living child has not been very frequently recorded, so that the case now 
reported is of great interest. 

A ii-para of 38 had the symptoms of a ruptured ectopic gestation after 
2} months’ amenorrhcea. A mass could be felt to the right of the uterus, 
which was diagnosed as a ruptured tubal pregnancy. Before consent to 
operation could be obtained the pain settled down and nothing further was 
heard of the patient until spurious labour began 7} months later. After 
eight hours of pain the author was again called in to find the head low 
down but the cervix high up and closed. <A healthy 7 Ibs. baby was 
delivered by laparotomy. The placenta was adherent to the broad ligament, 
ceecum and omentum. Part was tied off and removed, and the rest brought 
out through the abdominal incision and tightly ligatured with tape. This 
came away in three weeks and the patient made an uninterrupted recovery. 


W. W. KING. 


The Journal of the American Medical Association. 
Vol. 81, No. 10, September 8, 1923. 

*An ovarian hormone: preliminary report on its localization, extraction 
and partial purification, and action in test animals. ALLEN, E., and 
DoiskEy, E. A. 

The corpus luteum and the uterus. (Editorial.) 

Calcium demands in pregnancy. (Editorial.) 


Vol. 81, No. 11, September 15, 1923. 
*Existence of a hitherto unknown dietary factor essential for reproduction. 
Evans, H. M., and BisHop, K. S. 


Vol. 81, No. 12, September 22, 1923. 

*Transuterine gas inflation. PETERSON, R., and Crom, R. S. 

*Retrodisplacement of the uterus following childbirth. Lyncu, F. W. 

*The midwife problem in the United States. Rupe, A. E. 

*Results gained in maternity cases in which antenatal care has been given. 
ApaIR, F. L.., and MALAanD, C. O. 

Double urethra in a female. DANNREUTHER, W. F. 

3irth statistics for 1921. (Editorial.) 

The metabolism of prematurity. (Current Comment.) 

The transmission of tetanus antitoxin through the placenta. 
Comment.) 


(Current 


Vol. 81, No. 13, September 29, 1923. 
*The value of sacral nerve block anesthesia in obstetrics. Bonar, B. E., 
and MEEKER, W. R. 
*Scopolamin-morphin narcosis: report of its use in the third thousand 
deliveries in Barnes Hospital. ScHwarz, O. H., and Kreps, O. S, 
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*Obstetric analgesia and anzesthesia: a consideration of nitrous oxide- 
oxygen and various combined methods. Danrortu, W. C., and Davis, 
OSes i: 
Vol. 81, No. 14, October 6, 1913. 
An unusual twin birth. Petit, A. W. 


Vol. 81, No. 16, October 20, 1923. 
*Neonatal mortality associated with syphilis and other maternal infections. 
SPALDING, A. B. 
“Infant mortality in the first month of life: birth injuries, congenital 
anomalies and hemorrhage. Foote, J. A. 


Vol. 81, No. 19, November 10, 1923. 
Abdominal surgery without detached pads and sponges. CROSSEN, H. S. 
*Pyelitis of pregnancy. KRETsCHMER, H. L. 
*A contribution to the study of pyelitis in pregnancy. Fatrs, F. H. 
*Inversion of the Uterus. FRENCH, R. W. 


Vol. 81, No. 21, November 24, 
*Iso-agglutinins in blood of new-born. Dr BIASE, 
Abscess of fibroid uterus. Strmn, H. E. 
National Research Council Committee for Research 
a statement of purpose and policy. ZINN, E. F. 


1923. 
B. 
on Sex Problems: 


An ovarian hormone. Allen and Doisey have extracted from fresh liquor 
folliculi by means of alcohol a hormone which on further purification is free 
from proteins and polypeptids, but having certain resemblances to the 
neutral fats. Subcutaneous injection of this substance into spayed animals 
produced typical cestral hypereemia growth and hypersection in the genital 
tract and growth in the mammary glands. Whilst in a condition of 
artificially induced cestrus these spayed animals could be mated with 
normal vigorous males. Sexual maturity was hastened in immature 
animals by the injection of this hormone, which is not species specific and 


appears to be produced under the influence of maturing ova by their follicle 
cells. 


Existence of a hitherto unknown dietary factor essential for reproduction. 
Evans and Bishop have shown that if female rats are reared on the now 
well-known ‘“‘ synthetic ”? nutritive regimen consisting of fat carbohydrate 
and protein in relatively pure separate form, to which are added an appro- 
priate salt mixture and daily doses of vitamines A and B, normal growth 
and every appearance of health results, but practically all such animals are 
sterile. The sterility produced is a dietary deficiency disease, the anti- 
sterility factor being provisionally designated by the letter X. A highly 
characteristic picture is produced, the chief features of which are the 
occurrence of apparently normal cestrus and ovulation and the fertilization 
and implantation of the developing ova, but invariably disease and resorp- 
tion of the products of conception. This condition can be quickly cured by 
a change of dietary regimen. The anti-sterility vitamine can be extracted 
from the curative foodstuffs such as green lettuce leaves, cereals, egg yolk, 
and beef liver by ethyl alcohol and by ether. Water extracts have been 
ineffective. 
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Transuterine gas inflation. The injection of carbon dioxide gas under 
pressure through the uterus to determine the patency of the Fallopian tubes 
and to inflate the peritoneal cavity prior to taking Roentgenograms has 
been employed extensively in the University of Michigan during the last 
three years. Rubin’s technique was employed. Good results have also 
been obtained in the treatment of sterility and dysmenorrhcea. From an 
experience of hundreds of cases the authors are convinced that the method 
is without danger, if certain precautions are taken in the selection of cases, 
and claim that it is a far simpler procedure than uterine dilatation or the 
insertion of a uterine stem. 


Retrodisplacement of the uterus following childbirth. From a study of the 
development of its symptoms Lynch concludes that :— 


(1) Retroposition following labour may be merely a persistence of a 
congenital position. 

(2) In at least an equally large percentage of cases, it is a sequel to an 
anterior uterine position, and results probably from some injury to the 
fascia in the cardinal ligaments of the parametrium. 

(3) There may result, as a consequence of such injury, persistent and 
definite symptoms. 

(4) The symptoms may develop as late as several years after labour. 

(5) There is a closely allied pathologic condition which probably accounts 
for the symptoms. 

(6) Pregnancy is more common in the group of acquired retroposition. 


The midwife problem in the United States. American medical literature for 
more than the last decade has intermittently directed attention to the 
inadequacy of the laws governing midwives, which contain neither uniform 
provisions nor required standards and the situation has been allowed to 
drift regardless of consequences. While existing legislation gives the 
midwife recognition but controls her ineffectually, the problem to be solved 
is whether adequate provision shall be made for medical attendance at every 
confinement and the midwife abolished, or whether midwives shall be 
trained and practice under strict supervision and control. Obviously, there 
is no point in eliminating even the untrained midwife without making 
qualified substitutes available. 

With almost one-half of the States already undertaking the supervision 
and training of the midwife, one may conclude from the point of view of 
the public health administrator, control at least is a present necessity. 
Whether or not uniformity of regulation, training and supervision on a 
national scale similar to that of most foreign countries is feasible or 
desirable, is a problem suggested for future consideration. 

The problem of the midwife in the United States is a matter of national 
concern since a rapidly crystallizing public demand for better medical and 
nursing care, as it relates to maternity and infancy, is involved. 


Results gained in maternity cases in which ante-natal care has been given. 
The authors thus summarize what may be accomplished by proper pre- 
natal care and supervision : 

(1) The reduction of sterility by securing proper care for mothers, and 
the consequent reduction of infection. 

(2) The lessening of the number of abortions, 
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(3) The diminution in the number of premature deliveries. 

(4) The reduction of the number of stillbirths. 

(5) The saving of infant life during the neonatal period. 

(6) The saving of the health of the mothers. 

(7) The virtual elimination of maternal deaths from toxeemia and infec- 
tion by proper instruction, supervision, preparation, and treatment of 
mothers during the periods of gestation, parturition and the puerperium. 


The value of sacral nerve block in obstetrics. Bonar and Meeker show 
that :— 

(1) The pains of labour may be entirely controlled by block of the 
second, third, fourth and fifth sacral and the anococcygeal nerves. 

(2) Block of these nerves by the trans-sacral method, plus a low epidural 
injection, gives satisfactory anesthesia, but the epidural method alone is 
the more practicable. The relaxation of the pelvic floor produced by these 
methods is a distinct advantage. 

(3) Most operative and manipulative obstetric procedures may be pain- 
lessly performed under sacral nerve block anzesthesia. 

(4) In normal delivery the abolition of the pain 1eflex also takes away 
the voluntary effort of bearing down, which loss must be compensated for 
by other means. 

(5) The feature of greatest difficulty is the selection of the proper time 
to induce anesthesia. In our series the maximum benefit was obtained 
by induction when dilatation of the os had reached at least 7 em. in primi- 
paras and at least 4cm. in multiparas. 


(6) The field of usefulness of this means of anzesthesia in normal delivery 
will greatly increase when a means has been devised to prolong the 
anesthetic action of an epidural injection for at least six or seven hours. 
Such an anesthesia should find widespread use, and might become the 
anesthetic of choice in normal delivery. 


Scopolamin-morphine semi-narcosis. In this report on its use in the third 
thousand deliveries in Barnes Hospital, Schwarz and Krebs draw the 
following conclusions : 

(1) We feel that the methods for the conduct of labour as we use them 
can be carried out only by trained obstetricians in a maternity of moderate 
size, and that they are not to be attempted in poorly appointed homes by 
anyone, or under any circumstances by the average general practitioner. 
These individuals do not do operative surgery under the same conditions 
that they do their obstetrics, and the responsibility is as great in obstetrics 
as in operative surgery. Furthermore it is to be used only by those who 
are willing to watch the patient closely from the onset of labour until it is 
terminated, or by those who have an organized hospital staff or trained 
assistants at their command. 

(2) The method is particularly applicable to the primiparous patient, 
but can be used very successfully in many multiparas, or also in multi- 
paras in a modified way. 

(3) The method cannot be used to the exclusion of the other methods of 
analgesia and anesthesia, but should be combined with these other means. 
The method in no way displaces anesthesia at the time of expulsion; 
chloroform in very small amounts, or nitrous oxide or ether are used at 
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this time, making any operative procedure readily carried out without 
resistance on the part of the patient and under strictly surgical conditions. 

4) In primiparas, when semi-narcosis is employed, labour is best 
terminated by episiotomy and a perineal forceps delivery; this procedure, 
however, is by no means necessary, as many of the patients will deliver 
spontaneously. 

3) That the pains of the first labour remain indelibly fixed in the minds 
of many mothers is undisputed, and is perhaps chiefly responsible for many 
one-child marriages, and is evidenced by the fact that many patients seek 
relief in subsequent pregnancies. This merely emphasizes one field of its 
usefulness. 








6) Asphyxia is not increased in frequency, although slight olignopnaea 
is sometimes seen. 

7) The chief disadvantage of this method is that it is time-consuming, 
and that the patient must be constantly watched throughout labour by 
those who are familiar with the method; few busy obstetricians are willing 
to give the required amount of time and individual attention to one patient. 


Obstetric analgesia and anesthesia. [ny this consideration of nitrous oxide- 
nitrogen and various combined ‘methods Danforth and Davis would urge 
that obstetric patients be thought ef as individuals. The analgesic or 
anwsthetic should be chosen ior the operation and the particular needs of 
the patient. An opiate alone or in combination with scopolamin is often 
indicated for the long first stage of labour. Ether, unless contraindicated, 
is the inhalation anesthetic of choice for the longer operations during 
pregnancy and labour. Nitrous oxide-oxygen may be used for examina- 
tions and short operations, as well as for intermittent analgesia during the 
second stage of labour. 











Neonatal mortality associated with syphilis and other maternal infections. 
In studying the relative incidence of maternal infections as found among 

4 fuctal deaths, Spalding shows that 88, or 43 per cent., were associated 
with pelvic inflammatory disease or appendicitis. Eighty-two, or 4o per 
cent., with syphilis, and 28, or 13.5 per cent., with chronic nephritis, while 
the remainder were associated with influenza, tuberculosis, endocarditis or 
pyclitis, and he thinks these figures are worth considering, in that they 
may paint the way to more practical methods for conserving foetal life 
imony the patients who attend prenatal clinics or who are under the care 
of regular physicians. 


Infant mortality in the first month of life. Foote considers that a revision 
in present methods of classifying the causes of death from diseases peculiar 
to carly life would give more accurate information than is now obtainable. 

Ketter obstetric teaching, which implies larger and better endowed 
teaching clinics, is necessary if birth injuries are to be minimized. The 
use of the new-born child for clinical teaching by the department of 
pediatrics should prevail in every university hospital. 

Complete necropsies should be performed on every infant dying within 
the first month of life. 

The frequent occurrence of intracranial hiemorrhage as shown in 
necropsies, Compared with its rarity in other statistical tables, suggests 
that it is frequently undiagnosed, Prompt diagnosis and use of hremos- 
tatic therapy would save many lives. 
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The rate of general heart diseases in general community statistics, as 
compared with statistics from necropsies, is much too high. 
Patent foramen ovale is too frequently given as a cause of death. 


Pyelitis of pregnancy. Kretschmer summarizes his views thus :— 

(1) There undoubtedly are a large number of cases in which the pyelitis 
is not recognized and the patients recover without treatment. 

(2) The largest number of cases of pyelitis of pregnancy can be handled 
in a conservative way. 

(3) In cases that fail to respond to this treatment and in which the 
patient’s condition is such as to demand treatment, pelvic lavage with 
silver nitrate, with or without urethral catheter drainage, is the most 
rational and logical as well as the safest and most successful form of 
treatment. 

(4) Failure of this form of treatment, after a thorough trial, probably 
calls for a rapid termination of the pregnancy. 

(5) Surgical procedures on the kidneys, such as nephrotomy and 
nephrectomy, are rarely, if ever, justified in pyelitis of pregnancy. 


A contribution to the study of pyelitis in pregnancy. Falls summarizes his 
views as follows :— 

(1) There is present in the bladder of normal pregnant women a certain 
amount of residual urine, plus, in most cases, colon bacilli or staphylococci, 
or both. 

(2) Dilatation of the ureter, and cedema of the mucous membrane of the 
bladder and ureter, together with an anti-peristaltic action of the ureter, 
probably play an important predisposing part in the causation of pyelitis 
of pregnancy. 

(3) Bacteriolysins and agglutinins are increased in the blood of most 
patients who are reacting clinically to this infection, and these antibodies 
ate transmitted to the foetus. 

(4) This acquired immunity has an important bearing on the failure of 
these patients to develop puerperal sepsis. 

(5) Caesarean section should not be practised to avoid contamination of 
the uterus by infected urine, except, possibly, in cases in which it can be 
demonstrated that the usual anti-body formation is lacking. 

(6) A marked loss of weight is common in these patients. 

(7) A low leucocytosis and a moderately severe secondary ancemia are 
commonly seen in this infection. 

(8) Dilatation of the ureter to a varying extent is the rule in these 
patients, but this dilatation usually decreases after pregnancy. 

(9) Recurrence of the symptoms may be totally absent in succeeding 
pregnancies, and this may be due to the immunity developed during the 
primary pregnancy. 

(10) The prognosis for the futus is not very favourable, owing to 
abortion, prematurity or under-development in a considerable proportion 
of the cases. 


Inversion of the uterus. [1 reporting a successful case French points out 
that inversion of the uterus is a very rare condition, and is not infrequently 
overlooked as an emergency complication of labour. 
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Incomplete inversion of the uterus should be borne in mind in any case 
of post-partum shock, especially in the absence of hemorrhage. 

Manual reposition becomes more difficult in direct ratio to the length of 
time the inversion has existed. 

Prompt treatment to combat should should take precedence over pro- 
longed efforts to accomplish reduction. 

Blood transfusion, promptly employed, will appreciably decrease ‘the 
mortality. 





Iso-agglutinins in the blood of the newborn. de Biasi shows that :— 
(1) Mothers may act as donors for their new-born infants without com- 
patibility tests for agglutination and hemolysis. 

(2) If tests are contemplated the cross-agglutination test should be the 
one of choice so as to prevent the rejection of the mother donor in case she 
is found to belong to an incompatible group. 

(3) Proof is given that the corpuscles of the new-born infants have their 
quota of receptors. This is shown by the fact that in all of the 100 cases 
the new-born babies have been grouped successfully according to the Moss 
classification. 

(4) Successful transfusions done at Harlem Hospital, using mothers who, 
when grouped, were found to belong to groups incompatible with those of 
their respective new-born infants, demonstrated practically that mothers 
may be used with impunity without any danger whatsoever. BF. B. E. 





Surgery, Gynzcology and Obstetrics. 
Vol. xxxvii, No. 4, October, 1923. 

*Acute (puerperal) inversion of the uterus. Evans, E. 

*Sarco-carcinoma of the uterus. JAFFE, R. H. 















Vol. xxxvii, No. 5, November, 1923. 

*The pathology and treatment of chronic leucorrhcea: a further clinical 
study of this subject. Curtis, A. H. 

“Breech presentations treated by prophylactic external version: report of 
59 breech presentations so treated. RyprER, G. H. 

*Reconstruction of the urethra after complete loss, complicating an exten- 
sive vesico-vaginal fistula; the operative technique employed with 
success. WARD, G. G. 

*Three aids to render the conduct of labour more scientific. Dr LEE, J. B. 

Intraperitoneal haemorrhage in the newborn following Thies’ method of 
resuscitation. RUCKER, M. P., and Bupp, S. W. 















Vol. xxxvii, No. 6, December, 1923. 

*The transperitoneal cervical Caesarean section. PHANNEF, L. E. 

*The treatment of cardiopaths in pregnancy and labour. DANFORTH, W. C. 

*Changes of pressure inside the foetal cranio-vertebral cavity. CROTHERS, B, 

*Spinal and cranial injuries of the baby in breech deliveries : a clinical and 
pathological study of 38 cases. PIERSON, R. N. 

Regional anesthesia in gynecology and obstetrics. MEEKER, W. R., and 
30NAR, B. E. 

*The treatment of pruritus vulvee. WIENER, S. 
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Acute (puerperal) inversion of the uterus. Evans reports two cases and 
collects 61 cases reported in the literature since the appearance of Jones’s 
paper in Surgery, Gynecology and Obstetrics in 1913 in which the literature 
up to that date was thoroughly reviewed. 


Sarco-carcinoma of the uterus. Jaffé removed the uterus of a woman aged 
35 as the portio uteri was suspicious of carcinoma. Microscopic sections 
showed large sarcomatous spindle cells between carcinomatous alveoli. 
From the histological appearances he considers that the carcinoma caused 
the sarcomatous degeneration of the stroma. Nothing is known about 
metastases in this case. 


The pathology and treatment of chronic leucorrhea, From this further 
clinical and laboratory study Curtis draws the following conclusions :— 

(1) The sources of chronic purulent leucorrhcea can usually be definitely 
localized. These foci of infection are important factors in the production of 
systemic disturbances, as well as local distress. 

(2) Cervical discharges may persist after disappearance of infection ; this 
is notably true if extensive hyperplasia of the cervical glands has occurred. 
Relief from these innocent discharges is not essential, provided they cause 
no mechanical annoyance. 


(3) Available measures in the control of chronic leucorrhcea consist in 
eradication of gland infection in the vicinity of the urethra, dilatation of 
cervical strictures, and destruction of hyperplastic glandular tissues of the 
cervix. Whether the latter is to be accomplished by endocervix removal 


or through the use of radium should depend upon the character of the 
pathology encountered, modified by the experience of the surgeon in charge. 

(4) Destruction of infected Skene’s ducts and urethral glands, together 
with thorough dilatation and radium treatment of the cervix, has been 
followed by recovery from chronic leucorrhcea in 87 per cent. of 104 patients. 


Breech presentation treated by prophylactic external version. From an 
experience of 59 breech presentations so treated Ryder believes that the 
safest method of treating breech presentations is by prophylactic external 
version. 

External version not only reduces the foetal mortality, but renders 
labour shorter and more natural for the mother. The operation is safe, if 
done without force. The best time for performing external version is 
usually the seventh and eighth calendar months. The operation is generally 
quite easy and may usually be performed without ether. When at all 
difficult, a general anesthetic should be used. Under this, in most cases, 
except late in labour, external version is easily performed. Force should 
never be used. If version cannot be accomplished without force the 
operation should be given up. 

When external version is once performed the foetus occasionally resumes 
its original presentation, but usually does not. This is more likely to 
occur when the version is very easy. Consequently the feetus may be 
re-turned as frequently as necessary, even early in labour. When external 
version is difficult, spontaneous reversion is not apt to occur. 

$xternal version performed early gives warning of disproportion between 
the head and the pelvis by observation of the way in which the head settles 
into the pelvis or may be crowded in by the obstetrician. 
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Finally with careful observation in the latter months of pregnancy, 
external version should reduce the foetal mortality of breech presentations 
approximately to that of cephalic presentations; and furnishes one more 
argument for careful ante-partum examinations. 


Reconstruction of the urethra after complete loss complicating an extensive 
vesico-vaginal fistula. Complete loss of the urethra is of comparatively 
rare occurrence and there are not many cases in the literature. Ward has 
had one successful case, and he describes in detail the technique employed, 
which can readily be followed in the 14 illustrations accompanying his 
account. 


Three aids to render the conduct of labour more scientific. The first deals 
with the determination and designation of the degree of engagement, the 
second with the determination and designation of the degree of rotation, 


and the third consists of a pictorial representation of effacement and dilata- 
tion of the cervix. 


Transperitoneal cervical Cesarean section. Phannef thus states his con- 
clusions :— 

(1) The transperitoneal Caesarean section offers protection against septic 
peritonitis. 

(2) There is practically no shock as the intestines are not handled. 

(3) There is less bleeding. 

(4) The mother has a much easier puerperium. 

(5) There is better healing since the incision is in the cervix, the non- 
contractile part of the uterus. 

(6) There is less danger of rupture in subsequent pregnancies and labour. 

(7) An efficient test of labour may be given with safety. 

(8) We prefer the Hirst operation in doubtful cases, and the Kroening or 
Beck operations in clean cases. 


The treatment of cardiopaths in pregnancy and labour. Danforth thus 
summarizes his views :— 

(1) The functional capacity of the pregnant woman’s heart should be 
considered as early in pregnancy as possible. The aid of the internist in 
this and other things is of the greatest value. 

(2) Immediate attention must be given to any evidence of overstrain of 
the heart. 

(3) Of the lesions commonly seen, mitral stenosis and myocarditis are 
by far the most to be dreaded. 

(4) Delivery by the natural passages is ordinarily preferable, aided by 
morphine in the first stage and operative delivery if needed in the second 
stage. 

(5) Caesarean section is, as a rule, not the best treatment for women 
with decompensated hearts. 


Changes of pressure inside the foetal craniovertebral cavity. In this paper 
the results of the imposition of force upon the foetus during delivery are 
considered from a neurological and physiological point of view. The most 
important lesions, directly referable to force, are :—(1) rupture of the falx 





Review of Current Literature 107 


to the tentorium, and (2) rupture of the cervical spinal column. These 
lesions are not in themselves fatal, but they expose the medulla and the 
upper cord to injury. 

Under ordinary conditions the medulla is guarded from harmful pressure 
by the tentorium, which modifies and controls force imposed upon the 
vertex, and by equilibrium of fluid pressure at the foramen magnum, which 
prevents downward dislocation of the contents of the posterior fossa. This 
balance of pressure can be upset and herniation of the cerebellum and 
medulla produced by rupture of the dural septa or by combinations of 
forces which maintain or increase intracranial pressure while diminishing 
spinal pressure, 

Breech extraction, as usually performed, brings dangerous and unphy- 
siological forces into play. Pathological evidence shows that rupture of 
the tentorium occurs in 88 per cent. of the still-births following so-called 
normal breech labours. In addition a considerable number of injuries of 
the vertebral column or of the spinal cord can be logically attributed to 
traction during breech deliveries. 

Aside from the gross injuries, which account for about half of the death 
rate in viable new-born babies, various alterations in pressure during 
delivery and certain manceuvres during resuscitation may produce fatal or 
disabling lesions within the central nervous system. 

Asphyxia, as commonly described in obstetrical literature, is vaguely 
defined. Pathological and experimental evidence of its existence is not 
available. While the absence of proof is not in itself evidence against the 
obstetrical conception, it invites challenge. The pathological findings, 
particularly those in babies dying after breech delivery, raise the question 
whether the efforts to avoid foetal asphyxia may not add to the already 
great risk of injury to the contents of the craniovertebral cavity. 


Spinal and cranial injuries of the baby in breech deliveries. From a clinical 
and pathological study of 38 cases Pierson draws the following conclusions : 

(1) Birth injury and shock in breech deliveries cause greater foetal 
mortality and morbidity than asphyxia. 

(2) Unnecessary haste in breech extractions prompted by fear of foetal 
asphyxia, often causes obstetrical complications leading to birth injuries. 

(3) The diagnosis of death from asphyxia in breech deliveries is only 
justified when (a) there is strong clinical evidence of asphyxia, but none 
of injury; and (b) when complete autopsy shows characteristic signs of 
asphyxia but none of injury. 

(4) The incidence of breech extraction may be diminished by (a) the 
practice of external version when possible; and (b) by stricter limitation of 
the indications for version and breech extraction. 

(5) The high mortality and morbidity of breech deliveries may also be 
reduced by :— 

(a) A.management of labour and delivery that will effect full dilatation 
of the soft parts. 

(b) Accommodating, in delivery, the long axis of the child to the axes 
of the pelvis, thus avoiding dangerous angulations. And by accommo- 
dating the longest diameters of the body, shoulders, and head to the longest 
diameters of the pelvis, thus avoiding a dangerous degree of traction and 
suprapubic pressure. 
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The treatment of pruritus vulve. For those cases in which pruritus 
presents itself as an essential condition Wiener recommends repeated 
infiltration of the vulva with a non-toxic local anesthetic. The skin 
and subcutaneous tissue along the outer border of the labia majora are 
continuously infiltrated with a 1 per cent. solution of novocain. Eight 
cubic centimetres are used at one sitting, half being injected on each side 
of the vulva. No curative effect is attributed to the novocain; its purpose 
is merely to render the infiltration itself painless. The curative action is 
attributed rather to the machanical effect of the infiltration, and could 
doubtless be achieved, though in a less painless way, with salt solution. 
Wiener gives details of the seven cases he has treated successfully by this 
method. Fe. T. 


La Gynécologie. 
July, 1923. 
*Consideration of some relations between psychiatry and obstetrics. Prof. 
SCHICKELE. 
Central and peripheral Curie-therapy for utero-cervical cancer. A new 
method of parietal placing of radium. PErtTIT-DUTAILLIS. 
Intermittent fixation of pelvic tumours. R. KELLER. 


August, 1923. 
Treatment of total prolapse complicated with cervical ulceration and 
] 
perineal deficiency, in an old woman. PAUL PETIT-DUTAILLIS. 


September, 1923. 
Second study of the treatment of vulvar cancer, extensive vulvectomy. 
PAUL PETIT-DUTAILLIS. 


Consideration of some relations between psychiatry and obstetrics. Schickelé 
describes various types of mental disorder which may occur, during or after 
pregnancy due to toxic products, set free in the system, through the altered 
metabolism which pregnancy induces. 

He discusses the difficulties which often arise in distinguishing a psy- 
chosis following eclampsia, from one which results from pregnancy toxemia 
being superposed on an epileptic base. 

Usually epileptic crises become fewer and less severe during pregnancy, 
but it is not always so, and an “‘ epileptic equivalent ’’ may become 
extremely dangerous. 

He gives minute accounts of four cases, one of eclampsia, and two of 
epileptic equivalence, occurring during the second half of pregnancy, whilst 
the fourth patient returned to hospital 14 days after a normal confinement, 
showing precisely similar symptoms. In the first three cases cure was 
more or less speedy after hysterectomy or spontaneous delivery. The 
fourth patient died the third day after admission. On account of certain 
signs manifested before death the case was diagnosed as one of tubercular 
meningitis, but post-mortem examination showed no sign of meningitis. 
There was degeneration of liver and kidney cells, not so typical as in most 
cases of eclampsia, but resembling what is found in some. Comparing and 
contrasting one case of epileptic complication with this case of late preg- 
nancy toxeemia or eclampsia, no clinical difference could be found between 
them. 
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The short and characteristic crises, with clonic spasms, were the same. 
The beginning of coma, brusque in both cases, became rapidly aggravated 
in one, but disappeared after hysterectomy. In the other it alternated 
with phases of awakening, but returned to end in apparent meningitis and 
death. It was not the clinical symptoms which permitted the classification 
of the latter case, but only the autopsy. In the other it was the establish- 
ment of the antecedent history. 

The psychic affections of the first half of pregnancy seem to belong to 
quite another order. Mental depression with suicidal tendencies is common 
and frequently necessitates interruption of pregnancy. 

It is, indeed, worthy of note that mental depression generally occurs in 
the first half of pregnancy or post-partum, while eclampsia and ‘ epileptic 
equivalence ’’ particularly affect the second half. J. H. Finswin. 


Gynécologie et Obstétrique 
Vol. viii, No. 1. 
Congress on Puerperal Fever, Strasbourg, August, 1923. 

Outline of the history of puerperal fever. A. COUVELAIRE (Paris). 
Modern conception of puerperal fever: etiology, pathological, anatomy, 

prophylaxis. Brouna (Liege). 
Diagnosis and prophylaxis of puerperal fever. E. Haucu (Copenhagen). 

Three lengthy and interesting articles which do not lend themselves to 
brief abstraction : with the last is an extensive bibliography. 


Treatment of puerperal infections. E. ALFIERE (Pavia). 

This article is in Italian. The conclusions are given also in French. 
Treatment is considered under headings local, obstetrical and surgical, and 
general. The infections fall into three groups: (a) limited to the genital 
mucous surfaces, (b) in the deeper tissues with or without odd, slight 
extensions into the circulatory system, and (c) general infections, when the 
pelvic focus is of secondary importance. 


1923, Vol. viii, No. 2. 

“Indications for surgical treatment of retrodeviations of the uterus apart 
from pregnancy. H. HENNEBERG. 

*Technique of surgical treatment of retroversion of the uterus apart from 
pregnancy. H. PRousT. 

*Treatment of pulmonary tuberculosis in pregnancy. M. VORON. 

Treatment of tuberculosis in pregnancy. A. WEYMEERSCH and E. 
OLBRECHTS. : 

Anesthesia in labour. O. J. RAPIN. 

Methods of anesthesia in gynaecology. SCHICKELE. 


Indications for surgical treatment of retrodeviations of the uterus apart from preg- 
nancy. A preliminary summary of many of the views that have been 
expressed—the references cover more than two pages and many are 
decidedly ripe with age; five in six, on the average, are before 1910: ¢.g., 
the Howard A. Kelly references are dated 1887 and 1896. His conclusions 
are that surgical treatment is required for retrodeviations which (1) accom- 
pany tumours, uterine, ovarian or parovarian when the treatment of the 
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tumour does not necessitate hysterectomy; (2) are fixed and painful (i.e., 
without other lesion) ; (3) are fixed and accompany uni- or bilateral appen- 
dage affections which have resisted medical treatment: he believes in ‘‘a 
clean sweep or a working set,’’ and in the latter case a ‘‘ pexy ’”’ of some 
kind as a complementary operation; (4) in mobile and painful retrodevia- 
tion, intervention is only indicated when, the uterus being replaced, the 
pain disappears ; 

In the text of the main article he deprecates operation in such cases as 
usually unnecessary :— 

(5) In certain rare cases of sterility where no other valid cause can be 
found. 

(6) In cases accompanied by repeated abortions where careful examina- 
tion excludes the possibility of syphilis. 

(7) In all cases where prolapse, even slight, is present with or without 
perineal lesions. If the perineeum be damaged, its repair should proceed 
any ‘‘ pexy,”’ and finally 

(8) Mobile, painless retrodeviations do not require any treatment. 


Technique of surgical treatment of retrodeviation of the uterus. Proust considers 
the cases fall into three groups as described by Pozzi: (1) due to excessive 
uterine mobility; (2) puerperal with enlarged heavy uterus; (3) secondary 
to appendage, etc., adhesions. For 1 and 2 he prefers a round ligament 
operation accompanied in 1 by closure of the pouch of Douglas. For 3 if 
sterility has been assured by the operation he prefers an extensive direct 
ventralfixation of the uterus, if subsequent pregnancy is a possibility then 
a round ligament operation as for 1 and 2. 

Full description of the technique recommended in each case is given 
and an extensive bibliography dating from 1920 is included. 


Treatment of pulmonary tuberculosis in pregnancy. Conclusions : (1) 
Treatment should not be systematically conservative or active—each case 
should be judged on its own merits. (2) Treatment will be solely medical 
when (a) the pregnancy has passed three months whatever the extent and 
type of lesion, and (b) the tuberculosis is acutely progressive or, on the 
other hand, stationary. (3) Treatment of pregnancy can only be admitted 
when (a) pregnancy has not exceeded three months, and (b) when the lesion 
although active is considered curable—in other words, interruption of 
pregnancy is rarely indicated. (4) Active treatment, when advisable, will 
be usually induction of abortion, rarely hysterectomy. (5) Attention is 
drawn to the frequent aggravation of tuberculosis in the puerperium. 


BULL. DE LA SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE 
DE PARIS. 
No. 3, 1923 (contd.). 
Primary chorionepithelioma of the broad ligament. BrGERET and 
MOULONGUET. 
The paper appears in Gynecologie et Obstetrique. 
*Concerning a case of toxcemia of pregnancy. G. STAVRIDES. 


A lengthy account of a case of hyperemesis in a primigravida of very 
neurotic stock. At first apparently neurotic, the vomiting recurred as a 
severe toxic case with amaurosis—partly functional, partly organic, but 
without albuminuria. Abortion was induced, the amaurosis rapidly 
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recovered, but a typical psycho-polyneuritis (as described by Korsacoff) 
developed. This recovered under appropriate treatment: subsequently 
mental symptoms developed into dementia precox, and finally pulmonary 
tuberculosis appeared at the right apex. 

Full accounts of the ocular and nervous conditions are included. 


REUNION OBSTETRICALE ET GYNECOLOGIQUE D’ALGER. 
February 10, 1923. 
Congenital cyst of the neck (in a neonate) with intracystic hemorrhage : 
radiotherapy: cure. FERRARI and VIALLET. 
“Severe puerperal eclampsia with 4o grms. of albumen (per litre). Treat- 


ment by large doses of morphine, etc. Early diuresis. Cure. J. M. 
ROUVIER. 


“Prognosis of puerperal eclampsia in cases where dead and macerated 
foetuses are expelled. J. M. ROUVIER. 

*Streptococcal septicaemia with recovery. J. M. RouvierR and M. FERRERE. 

Flat pelvis, vaginitis and vaginismus. Large foetus. Czeesarean section 
at term. J. M. ROUVIER and JAHIER. 

Hydatidiform mole complicated by acute cedema of the lungs and transi- 
tory hemiplegia at the third month. LAFronr. 

*Eclampsia with twin pregnancy: foetal eclampsia. Larront & GAUJOUX. 


Severe puerperal eclampsia with 40 grms. of albumen (per litre) Morphine 
14 grains in 12 hours, gastric and internal lavage, lumbar puncture, bleed- 


ing to 450cc.; forceps delivery of dead child; temporary mental confusion 
on recovery. 


Prognosis of puerperal eclampsia in cases where dead and macerated fcetuses 


are expelled. Rouvier records a case with recovery after treatment similar 
to that described in the previous case. 


Streptococcal septicemia with recovery. Difficult labour in contracted 
pelvis, perineal tear, prophylactic injection of antistreptococcal serum. On 
fourth day blood cultures positive; fixation abscess, intravenous electrargol 
1oce. On fifth day the temperature remaining high subcutaneous opso- 
lysin and intravenous polyvalent serum (repeated on eighth day). 

He notes particularly the failure of the prophylactic treatment and the 
favourable action of the opsolysin. 


Eclampsia with twin pregnancy: fetal eclampsia. Albuminuria noted at 
m1 


74 months; neglect of advice: labour began at 8} months: intra-partum 
onset of fits : easy forceps delivery of first child (6} lbs.), version for 
second (4} Ibs.) : fits increased in severity, total 22: suppression of urine 
almost complete; death 34 hours after onset of fits. 

The smaller infant developed convulsions 48 hours after birth and soon 
died : the other developed the convulsions on the sixth day and died within 
24 hours. No autopsies were made on mother or children. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE BORDEAUX. 
March 27, 1923. 

Separation of the symphysis pubis during a normal labour. ANDERODIAs. 

Laparotomy for suspected rupture of uterus and peritonitis after delivery 
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by version of a neglected shoulder presentation. Rupture not present. 
Drainage. Recovery. PERY and MANGE. 


April 17, 1923. 
Hzematoma of umbilical cord. BOHRIE. 
Cystic fibroid of the fundus: specimen. VENOT. 
*Gangrenous calcified fibroid. VENOT. 
Parovarian cyst and retroflexion of the pregnant uterus. PERY & MANGE. 
On two cases of puerperal insanity. R. CRUCHET and MARC RIVIERE. 


Gangrenous calcified fibroid. Title rather misleading : 


concerns a fibroid 
with a completely calcified shell and a necrotic centre. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE LILLE. 
February 28, 1923. 
Coli-bacillary infection of the urinary passages and of the vagina during 
pregnancy. J. VANVERTS. 
A case of acute axial rotation of a fibroid uterus. J. DELEPINE. 
April 25, 1923. 

*Cicatrical cervix. Shoulder presentation. Dilation by Bossi’s instrument, 
delivery by version. Rupture of uterus. Hysterectomy. 
mother and infant. DELASSUs. 

*Heematocolpos by vagino-hymeneal imperforation. DERAUX, 

*Bilateral cystic cancer of the ovaries. Extirpation. 
nine years. J. VANVERTS. 

*Mole and lutein cyst. H. Paucot. 


Recovery of 
No recurrence after 


Cicatrical cervix. A case occurring in 1908 :—‘‘ It may be good to publish 


results condemning methods which have had their day” is the author’s 
comment. 


Hezmatocolpos by vagino-hymeneal imperforation. A clear description of an 


imperforate vaginal septum with a distinct, although adherent, overlying 
hymen. 


Bilateral cystic cancer of the ovaries. Histological examination was not 
made. 
Mole and lutein cyst. Paucot records a lutein cyst developing eight years 


after a hydatidiform molar pregnancy and with a full-term pregnancy 
intervening. 


OBSTETRICAL AND GYNASCOLOGICAI REUNION OF 
MONTPELLIER. 
April, 1923. 
*Gastro-vaginal fistula following a large and long-standing collection of pus 
in the pouch of Douglas. E. GoDLEWSKI. 
Two specimens from cases of severe perimetritis showing the tubes and 
their infundibula normal. TEDENOT. 
Severe hyperemesis gravidarum, treatment by chloral. E. VayssiEerr. 
Tubercular, meningitis in a pregnant woman. VALLOIs and RouME. 
Pregnancy with uterine fibroid and ovarian cyst. Normal delivery at 
term, torsion of pedicle of cyst (and necrobiosis of fibroid) six weeks 
later. ROBIOLIS, 
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Statistical study of the length of the cord in 1,000 cases at the Obstetrical 
Clinic at Marseilles. Lorror. 

A case of chronic hydramnios. RosioLis and Lorior. 

A specimen from a case of uniovular twins. VALLOIS and ROUME. 

*Pregnancy toxcemia resembling ursemic nephritis. Paul, DELMAS & VILLA, 


Gastro-vaginal fistula following a large and long-standing collection of pus in 
the pouch of Douglas. Pelvic suppuration occurred after a confinement 
eight months earlier; apparent regression with final exacerbation, drainage 
instituted through pouch of Douglas, about five litres of pus. Three weeks 
later acute abdominal pain, gastric contents passed per vaginam; local 
troubles due to effect of gastric juice, rapid emaciation and death after a 
further three weeks. 

Surgical treatment had been refused repeatedly during the earlier course 
of the condition and again after the development of the fistula. 


Pregnancy toxemia resembling uremic nephritis. Pregnancy normal for seven 
months, then signs of toxczemia--headache, vomiting, oligurea, albuminuria, 
leading up to a spontaneous premature labour. Up to then slight nitrogen 
retention ; after labour a progressive rise in the blood urea and the succes- 
sive appearance of symptoms of urea retention, vomiting, diarrhcea, 
salivation, pruritus, toxic rashes, ocular disturbances, rise in pulse rate, 
temperature not raised, blood urea reached 2.65 gms. per litre. 

Under treatment—strict nitrogen limitation, injections of glucose and 
sodium bicarbonate—rapid drop in blood urea and recovery; finally no 
evidence of renal insufficiency or nitrogenous retention. 

They consider that the kidney lesions had reached their maximum at 
the time of the confinement but that the clinical manifestation thereof 
only became obvious some time later. 

They note particularly the absence of cedema and convulsions, and 
explain this on the lines of Widal’s recent work on partial retentions ; that 
the toxic substances, damaging the cells of the uriniferous tubules, set up 
a urea-impermeability only. 

The condition was certainly closely related to the pregnancy as the 
patient had never shown any symptoms before pregnancy and made a 
complete recovery without any sign of urea retention. 

Possibly an attack of enteric fever, 10 years ago, might have set up a 
“renal debility ”’ allowing the pregnancy toxemia to have its chief effect 
on the kidney. R. A. HENDRY. 


Bulletin de la Societe d’Obstétrique et de Gynécologie de 
Paris, etc. 
1923, No. 5. 
*Negative result of radiography of a uterus six months’ pregnant. 
Premature separation of placenta. Utero-placental haemorrhage. Porro 
operation (recovery). Ducaros (Greece). 
Cresarean section for central placenta praevia. Ducaros. 
Multiple hydatid cysts (12) of which one in the pelvis obstructed labour. 
DUCAROS, 
*Ectopic gestation in a small portion of tube remaining after incomplete 
extirpation. AUORAY, 


I 
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Negative result of radiography of a uterus six months pregnant. The suggested 
explanation being a temporary disorganization of the radiographic depart- 
ment during refitting and the use of unsuitable apparatus supervised by a 
non-expert. 


Ectopic gestation in a small portion of tube remaining after extirpation. 
Ovarian cyst removed several years before; in tying the pedicle the tube 
had been tied and divided at a little distance from the uterine cornu; the 
gestation, confirmed histologically, occurred in this tube stump. 

Neither in the short account here given, nor in the discussion, is it 
remarked that the ovum must have migrated across the pelvis. 

The communication is to be published in full in the Journal d’Obstet- 
rique et de Gynécologie. 


SOCIETY OF OBSTETRICS AND GYNACOLOGY OF BORDEAUX. 
May 1, 1923. 
Conservative Cesarean section after four days of labour. MAURICE RIVIERE. 
Triplet pregnancy. ANDERODIAS and BASTEAN. 
May 15, 1923. 
Ceesarean section for pregnancy in didelphic uterus. BrEGOUIN and 
ANDERODIAS. 
Dystocia by head-locking in twin labour (presentation of both heads). 
P. BALARD. 


OBSTETRICAL AND GYNASCOLOGICAL SOCIETY OF STRASBOURG. 

Fibroid with axial torsion of the uterus. FIEURENT. 

Concerning the diagnosis of intrauterine pregnancy. SCHICKELE. 

Fibrosarcoma of uterus adherent to the aorta. R. KELLER. 

*Tubal pregnancy caused by a complete and long-standing gap in the 
isthmus of the tube. ReEEB. 

Report on several cases of fibroids from the point of view of operation or 
radiotherapy. Paul BERGER. 

Tubercular appendages; primary amenorrhcea, sterility, differential 
diagnosis. KREIS. 

Apoplexy of the pregnant uterus (utero-placental apoplexy). SCHICKELE. 

Accidental perforation of the uterus. KELLER. 

Uterine cancer, with metastases in the vagina and the right thigh, 
developed in a uterus with comp!ete obliteration of the cervix follow- 
ing an application of radium, three years before. REEB and BERGER. 


Tubal pregnancy caused by a complete and long-standing gap in the isthmus 
of the tube. Gestation in the outer part of the tube; a centimetre gap 
between this and a blind isthmial stump, 1.5 cm. long, completely covered 
by peritoneum; the mesial end of the pregnant portion not completely 
covered by peritoneum—commencing rupture? True corpus luteum in 
ovary of same side—i.e., migration of spermatozoa across pelvis. At the 
same time it is stated that the other tube was closed, slightly dilated and 
contained blood. 

The gap in the tube is considered to be the result of an ectopic gestation 
during the previous year; a typical history is given of a seven weeks’ 
ectopic from which the patient recovered without operation. 

R, A. HENDRY. 
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Archivio di Ostetricia e Ginecologia. 
2nd Series, Vol. ix, 1921—1922. 
*Glycosuria in the gravid state and in affections of the 
organs. G. D. CLEMENTE. 
*Serum reaction of Briick and syphilis. F. Spirito. 
*Placenta praevia and twin pregnancy. F. Spirito. 
*Cells of the ovary with internal secretion and osteomalacia. F. SprRiTto. 
Influence of subcutaneous injections of milk on the mammary secretion. 
F. SPIrRITOo. 
Contribution to the knowledge of cells with internal secretion in the ovary 
of birds. F. Spirito. 
Action of the bile on uterine contractions. F. Spirito. 
*Uncommon attitude of a foetus with vertex presentation. F. Sririro. 
Dystrophies and histological degenerations of the generative organs. V. 
DIAMARE. 


female genital 


Glycosuria in the gravid state and in affections of the female genital organs. 
Clemente concludes that (1) during gestation a spontaneous glycosuria of 
slight intensity is observed not rarely; (2) during gestation an alimentary 
or adrenal glycosuria can very frequently be provoked experimentally ; 
(3) neither the spontaneous glycosuria nor the alimentary or adrenal 
glycosuria in the gravid state are due, at least in the greater number of 
cases, to alterations of carbohydrate metabolism in pregnant women, 
but to modifications of the permeability of the kidney to the sugar in the 
blood, which modifications are due to gestation. 

Although there does not appear to be any etiological relation between 
diabetes and gynecological affections, yet cases of simple glycosuria have 
been observed in some diseases of the female genital organs. And (he 
quotes Henkel in support) he says that the absorption of toxic substances 
from neoplasms and inflammatory processes in the genital organs produce 
glycosuria. He admits, however, that it remains to be determined if the 
toxic substances produce glycosuria by diminishing the permeability of the 
renal epithelium to the sugar of the blood, or by provoking hyperglycemia 
by excitation of the sympathetic or by transitory alterations of the other 
organs regulating carbohydrate metabolism. Examining the urine of 4o 
women during the puerperium, according to the method of Bertrand, 
he found lactose in all during the first five days, from a minimum of 
gr. 0.072 per cent. to a maximum of gr. 1.40 per cent., with a general mean 
value of about gr. 0.40 per cent. 

In 19 who were suckling the quantity of lactose eliminated varied from a 
minimum of gr. 0.076 per cent. toa maximum of gr. 0.68 per cent., with a 
mean value of gr. 0.34 per cent. In nine women who for various reasons 
were not suckling the lactose in the urine varied from a minimum of gr. 0.72 
per cent. to a maximum of 1.40 per cent., with a mean value of about gr. 0.55 
per cent. 

Examining the blood of seven women at various periods during the first 
week of the puerperium, he found sugar, calculated as glucose, from a 
minimum of gr. 0.056 per cent. to a maximum of gr. 0.125 per cent. The 
firure of gr. 0.125 per cent. occurred in the blood of a woman who on the 
third day of the puerperium had abruptly interrupted lactation : the urine 
contained gr. 1.40 per cent. of lactose, 
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His determinations showed that in the puerperium there is no hyper- 
glyceeniia. In only one case was the sugar in the blood slightly in excess 
of the normal maximum (gr. 0.125 per cent. compared with the normal 
maximum gr. 0.12 per cent.). 

In 81 per cent. of gravid women examined he found lactose in the urine ; 
in a few cases only glucose was found, in the rest lactose only or together 
with glucose. 

He distinguishes between ‘“‘ spontaneous glycosuria’? in the gravid 
woman and glycosuria produced experimentally in her. His researches 
refer mostly to the ninth month. 

He says new researches are necessary to determine the question, but as 
far as has been seen the relation between diabetes and gynecological affec- 
tions is a simple coincidence; but it is otherwise in cases of simple 
glycosuria which are due to diseases of the female generative organs. 

He made a few observations on the quantity of sugar in the blood in 
some cases of pregnancy with albuminuria or with other diseases, and found 
in these, also, that the sugar was within normal limits. 

The existence of glycosuria does not in any way disturb the normal 
course of gestation. 

Glycosuria can very frequently be caused during pregnancy by adminis- 
tering as food such a quantity of sugar or of starch as in the non-pregnant 
state would not determine glycosuria. So with adrenalin, doses (mg. 0.5, 
mg. 1) which in non-pregnant conditions would be without such action, in 
pregnancy produce glycosuria. 

In pregnancy there are two chief groups of glycosurias to be distin- 
guished which have very different origins. One is the group of glycosurias 
determined by transitory alterations of carbohydrate metabolism (neuro- 
genic-, adrenalin-, thyroid-, and hypophysis-glycosuria and glycosuria due 
to chemical substances of the caffein group). In these forms of glycosuria 
the elimination of sugar in the urine is the consequence of the increase of 
sugar in the blood. In the other group the elimination of sugar in the urine 
co-exists with a normal or subnormal amount of sugar in the blood. There 
is no alteration of carbohydrate metabolism, but simply an increase of 
elimination of sugar from the blood through alterations of the permeability 
of the kidneys. To this group belong the glycosuria of phloridzin and 
other glycosurias due to the action of toxic substances which alter the renal 
epithelia (e.g., sublimate, chromium, uranium, cantharides, extracts of 
organs, etc. (glycosuria without hyperglyccemia)). The spontaneous glyco- 
suria of pregnancy must also be included in this group. 

Differential diagnosis between glycosuria and diabetes in pregnancy ; 
familial or personal predisposition, results of analysis of urine, clinical 
symptoms, limits of assimilation of carbohydrates and determination of 
“sugar of the blood,” are all fully discussed in this exhaustive paper. 


Serum reaction of Bruck and syphilis. Examining 290 fresh sera taken 
from women in the clinic who had recovered, in the obstetrical and gynzeco- 
logical departments, he found that in more than half the cases there was 
correspondence between the Briick and Wassermann reactions. 


Placenta previa and twin pregnancy. In the Obstetric and Gynecological 
Institute at Naples there were 5,261 child-births, with 81 cases of twin 
pregnancy. There were 70 cases of placenta praevia and three cases of twin 
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pregnancy with placenta praevia. The first of the three twin cases was 
treated by manual forced dilatation of the neck of the uterus. Most 
difficulty was caused by the edge of the placenta which projected from the 
orifice, and was lacerated. Extraction of the first foetus by turning, of the 
second by the breech. In a few minutes both placentas came away separate 
from one another. 

In the second case the vagina was plugged by the midwife to arrest 
hemorrhage before the patient was admitted to the clinic. Both foetuses 
were extracted by turning, in the case of the first by penetrating through 
the placenta into the amniotic sac. Physiological puerperium. Living 
children, living mother. 

In the third case total placenta praevia was diagnosed, and Czesarean 
section was performed. Two living children extracted (female). Double 
placenta, the two parts united by a bridge of membrane about two fingers’ 
breadth. Uninterrupted recovery. 

He gives a long list of cases from different authors showing the number 
of cases of placenta praevia and of placenta previa with twin pregnancy. 
He believes that twin pregnancy favours placenta praevia because a 
voluminous single placenta, and more especially double placenta, can more 
easily find attachment to the lower segment of the uterus. 


Cells of the ovary with internal secretion and osteomalacia. Spirito quotes 
five cases in which subtotal hystero-annexiotomy was done, followed by 
cessation or diminution of pain and improved movements in walking. The 
ovaries, stained by the method of Ciaccio, showed no sufficient changes in 
the corpora lutea to warrant, cn an anatomical basis, the hypothesis of the 
endocrine function of the ovary participating in the etiology of osteomalacia. 


Uncommon attitude of a foetus in vertex presentation. The fcetus was born 
with both feet closely applied to the presenting side of the head, and this 
position was maintained after birth and until its death, which occurred 
soon after birth. It was not possible to extend the lower limbs. The foetus 
weighed 2,300 grammes. J. R. Forrest. 


Zentralblatt fiir Gynakologie. 


No. 19, May 12, 1923. 

*Results of the treatment of uterine cancer by radiation. Flatau, W. S. 

*Uterine carcinoma with exceptionally long latency. BLau, A. 

Sarcoma of the recto-vaginal septum; together with a contribution to the 
radio-therapy of sarcoma. SZAMEK, L. 

Rupture of the uterus after Ciesarean section. KELLER, P. 

Balneology and gynecology. ENGELMANN, W. 

How should recurrences after the Schauta-Wertheim’s interpositio vesico- 
vaginalis uteri be operated on? Pauntz, A. 


No. 20, May 19, 1923. 
*Re-injection of patient’s own blood in vaginal haemorrhages and opera- 
tions. BURGKHARDT, F. 
A brief critical consideration of Dietrich’s collective statistics of febrile 
abortion. BRONSERT, W. 
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Death following perforation of an acute septic gastric ulcer after criminal 
abortion. Fak, R. 


Localization of the portio vaginalis in deep Réntgen-therapy. BRanpgs, T. 


No. 21, May 26, 1923. 

*Pregnancy and Biermer’s disease. HriM, K. 
“Remote results of resection of the promontory. ScumMip, H. 
Neuro-fibroma as an impediment to birth. Srpper, P. 
*Schubert’s vagina-formation with unfavourable result. SCHROEDER, E. 
“The diagnostic value of the rapidity of sedimentation of the red blood 

corpuscles in gynecology. v. MOLNAR, S. 
Dry powder in vaginal treatment. STERN, A. 


No: 22, June: 2, 1923: 
Five years’ experience of Kjelland’s forceps. Spitzer, S. 
Experiences of Kjelland’s forceps. HIRSCHBERG, H. 
Protein bodies and colloidal silver. Gramme, F. 
Formation of an artificial vagina for complete congenital defect. PaunNz, A. 
Remarks on Schultze-Rhonkop’s work on hypnosis births in No. 12 of 
this Zentralblatt. KOGERER, H. 


No. 23, June 9, 1923. 

“Reliability of the serum diagnosis of syphilis in pregnancy, labour and 
the puerperium. Hanporn, L., and GreorGI, F. 

*The influence of typhus and relapsing fevers on menstruation, pregnancy, 
labour and lactation. WEISSENBERG, S. 

*The recognition of fresh effusions of blood in the free peritoneal cavity 
after rupture of an ectopic gestation sac. PISKACEK, L. 

On isolated spastic paralyses in the new-born and a critical consideration 
of their mode of origin. STROEHM, H. 

*A contribution to the operative treatment of sterility in women. Vv. STEIN- 
BUCHEL, R. 

High-grade contraction of the soft parts in the obliquely contracted 
(coxalgic) pelvis as an impediment to birth. Frommer, E. 


No. 24, June 16, 1923. 

On epidermoidalization (substitution of mucous by squamous epithelium) 
in the portio vaginalis uteri after erosion, in cervical polypi and in the 
cervical mucous membrane. A contribution to the diagnosis of the 
precancerous stage. MEYER, R. 

Mechanical and manual compression of the aorta in midwifery. RISSMANN, 
P. 

The technique of version. Opitz, E. 

Is prophylactic Caesarean section in contracted pelvis justified? ScHIFF- 
MANN, J. 

Simultaneous interruption of pregnancy and tubal sterilization by the 
abdominal route. FREy, V. E. 


NO; 25; Jane 23, 1923: 
Metroendometritis and metropathy. SELLHEIM, H. 
Puerperal tetanus. WOHLGEMUTH, K., 
Epiploitis. N&VERMANN, H. 
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The etiology of haemorrhagic discolouration of the umbilicus in extra- 
uterine gestation. HELLENDALL, H. 
Ovarian cystoma as an impediment to birth. S1gBeER, F. 


No. 26, June 30, 1923. 
The causes of dystopic embedding of the ovum. Mayer, A. 
The practical importance of the discrimination of anterior and posterior 
vertex positions. Kir, F. 
Cysts of the uterus. STUBLER, E. 
Utero-placental apoplexy (hemorrhagic infarct of uterus) in accidental 
hemorrhage. WILSON. 


No. 27, July 7, 1923. 

On the sensation of pressure on the rectum as a sign of the complete 
expression of the placenta from the corpus uteri. v. MIKULICZ- 
RADECKI, F. 

On hamatometra cervicalis. MErYER-RUEGG, H. 

A finger-covering for decapitation. BLOND, K. 

Active treatment of abortion. (GUGGENBERGER, J. 

Painlessness of labour pains as an early symptom of tabes dorsalis. 
HASELHORST, G. 

Intermitting pyometra. GrRICH, O. 


No. 28, July 14, 1923. 
Fibromyoma of the urethra. MICHAELIS, R. 
The treatment of gonorrhoea of the female urethra. Very, E. 
On cystitis dissecans gangraenescens (Stoeckel) caused by an incarcerated 
retroflexion of the gravid uterus. SCHWEITZER, B. 


No. 29, July 21, 1923. 

The mechanism of birth. MUELLER, A. 

Plan of the right lines for the operative technique of premature interrup- 
tion of pregnancy. KEHRER, E. 

*Biological changes following mild Réntgen radiation in gynzecological 
diseases. KLAFTER, E. 

Psycho-organic correlation in gynecology. LEIPMANN, W. 

Production and diagnostic value of cutaneous striae. LOrBEL, H. 


. No, 30, July 28, 1923. 

Obituary notice of Paul Mathes. GAmprr, A. 

A simple, trustworthy and safe tubal-nozzle. SkLLWEIM, H. 

General peritonitis associated with menstruation half-a-year after labour. 
SCHNEIDER, G. H. 

Operative cure of a case of chronic puerperal inversion of the uterus. 
Hanporn, L,. 

Reply to Fink’s ‘ Criticism of Kjelland’s Forceps’ in No. 17 of this 
Zentralblatt, 1923. REIDIGER, K. 

Remarks on Esch’s “ Serological investigation of syphilis in the new-born 
of the healthy and luetic mother and on the mode of infection in latent 
congenital syphilis ’? in No. 18 of this Zentralblatt, 1923. v. Varo, B. 


No. 31, August 4, 1923. 
The new Heidelberg carcinoma statistics. WHINTER, G. 
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The carcinoma statistics controversy at the Heidelberg Congress. FLATAu, 
W.S. 

On the value and limitation of rectal examination intra-partum. v. 
MIKULICZ-RADECKI. 

Further experiences with Kjelland’s forceps. HEIDLER, H. 

‘The influence of ROntgen radiation of the hypophyseal region on some 
gynecological disease-pictures. WERNER, P. 

Appendix to the article ‘‘ Dry powder in vaginal treatment ”’ in No. 21 of 
this Zentralblatt, 1923. STERN, A. 


No. 32, August 11, 1923. 
Symptomatology and treatment of the so-called uterus duplex. Eymerr, H. 
The condition of the thrombocytes in climacteric haemorrhages and the 
influence of calcium medication on them. HORNUNG, R. 
*A contribution to the knowledge of hemeralopia of pregnancy. KLAFTEN, E. 
The value and method of the reaction of sedimentation of the blood in 
gynecology. GEPPERT, F. ; 
Echinococcus of the ovary and tube. Gross, A., and KESZLY, S. 


No. 33, August 18, 1923. 
Therapy of vaginal prolapse with absent uterus. NURNERGER, L. 
The operative treatment of puerperal emphysema of the uterus. Brutt, H. 
The therapy of puerperal tetanus. KIEHNE, H. 
Primary affection of the internal female genitalia. HEROLD, K. 
*Statistics on the treatment of febrile abortion. Dusrowitscu, E. 


No. 34, August 25, 1923. 

The value of serological diagnosis of syphilis in pregnancy. HANDORN, L. 

An unusual dermoid of the ovary with extraordinary development of the 
endoderm, SCHOENHOLZ, L. 

The treatment of puerperal sepsis with yatren-casein and strepto- and 
staphylo-yatren. Conrap, G. 

A case of diaphragmatic eventration or relaxation in a new-born child. 
HILLEJAN, A. 

No. 35, September 1, 1923. 

Subtotal kolpoperineokleisis as an operation for prolapse in old women. 
LABHARDT, A. 

An unusual form of eclampsia. KOERTING, W. 

Pregnancy in a rudimentary accessory horn. CONRAD, G. 

Assured asepsis in manual removal of the placenta and in version. 
RAGuSA, B. 

“Eye lesions, especially disseminated choroiditis, and induction of abortion. 
EBERHARDT, F. 

*The indications and technique of intra-uterine tamponade. EKSTEIN, E. 


No. 36, September 8, 1923. 

A simplified procedure for the production of artificial pneumo-peritoneum. 
GRAGERT, O. 

The treatment of puerperal tetanus with intracranial serum injections. 
FRITSCH, K. 

Studies on the corpus luteum of pregnancy in cattle. KALTNER, A. 

*The treatment of perforation of the uterus. ScHwak, E. 

Is morphine an antidote for scopolamine poisoning? SHuBE, H. 
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Results of the treatment of uterine cancer by radiotherapy. Flatau compares 
the results obtained by the treatment of uterine cancer by radiotherapy with 
those obtained by operative treatment. When the treatment is applied in 
two or three series spread over several months a large percentage of the 
patients fail to appear for the subsequent series and thus remain uncured. 
Radiotherapy must be intensified so that it may be able to compete with 
operative treatment. The three requirements for a standardized treatment 
according to Flatau, are: (1) the greatest possible homogenization and 
hardening of the ray cone; (2) irradiation of the whole pelvis (uterus, 
ligaments, lymph paths, lymph glands, and connective tissue) in one large 
field; and (3) simultaneously (or immediately preceding or following) a 
combination of excentrically applied and ‘ incentrically ”’ active distant 
Réutgenization and an “ incentrically ” applied and excentrically active 
radium treatment. Fiatau gives a preliminary report on the results 
obtained by the use of such a standard method for nearly three years. He 
uses 50ing. of radium within the cervix for 48 hours; 50 mg. of radium 
vaginally for four hours; and immediately preceding or following this 
treatment he applies an irradiation of the entire pelvis with the aid of four 
distant fields, one dorsal, one ventral, and two lateral. Of 22 operable cases, 
80 per cent. are still alive, while five are dead or have been lost sight of. 
Of 40 inoperable cases, 22 per cent. are still alive, whilst 34 are dead or have 
left the community. Flatau contends that the results of operative treat- 
ment cannot compare with these and that the 12 inoperable cases still alive 
and well is so much net gain. He emphasizes the fact that radiotherapy 
requires as skilled and experienced an operator as does surgery. The 
ingestion of a teaspoonful of sodium chloride immediately following irradia- 
tion has been found to exert a markedly prophylactic action as regards the 
alter-effects of irradiation. 


Uterine carcinoma with exceptionally long latency. Blau records a case in 
which uterine carcinoma was diagnozed by microscopic examination of 
curettings. Twelve years later this patient again presented herself for 
examination on account of irregular hemorrhages. It was found that the 
carcinoma was still operable. A radical vaginal hysterectomy was _ per- 
formed with good results. Two weeks later she was discharged cured. 


Re-injection of patients’ own blood in vaginal hemorrhages and operations. 
Burgkhardt re-injects the patient’s own blood intramuscularly after opera- 
tion. The blood is collected in a vessel containing physiological salt 
solution and immediately strained through five or six layers of muslin. 
The fluid blood is then injected intramuscularly into the thigh or buttocks, 
a tight compress being applied over the site of injection to hasten resorp- 
tion. Burgkhardt has employed this method in 50 cases. The haemorrhages 
were due chiefly to chronic metritis, endometritis, myomata and sarcomata 
of the uterus. The amount of blood so injected varied from 50 to 400 cc. 
He has also placed the blood-soaked sponges from abdominal operations in 
sterile salt solution, squeezed them out, strained the fluid and injected it 
intramuscularly. The results have been excellent, and in all cases the 
patients so treated recovered much quicker than did others without the 
re-injection of blood. 


Pregnancy and Biermer’s disease. Heim points out the extreme rarity of 
the association of pregnancy and pernicious anwmia (Biermer’s disease). 
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He records a case in a young woman. There was no history of blood disease 
in the family. Menstruation began at 17 and was scanty and irregular. 
Aneemia had often been treated with arsenic. Conception had probably 
occurred during a remission, so that pregnancy was the sole precipitating 
factor in the lethal attack. Premature labour occurred spontaneously at 
the seventh month. The living child showed no signs of its mother’s 
disease. Blood transfusion was employed at the onset of labour, but was 
too late, the good effect being only transient. Although the difficulties of 
an early diagnosis of pregnancy associated with pernicious anemia are 
great, an attempt to produce a remission of the disease by means of blood 
transfusion and induced abortion is to be recommended. 


Remote results of resection of the promontory. Schmid contends that 
although the results of resection of the promontory for contracted pelvis 
are not so good as was once hoped, nevertheless the procedure is not so 
worthless as recent articles would suggest. If hemorrhage is prevented 
and the operator is careful to avoid the formation of callus from the removal 
of more periosteum than bone, resection of the promontory will continue to 
be of value in the future in selected cases rendering possible spontaneous 
labours subsequently. 


Schubert’s vagina-formation with unfavourable result. Schroeder reports 
the formation of an artificial vagina by Schubert’s method with a fatal 
result. On account of the difficulty of the separation of the rectum and the 
suture of a laceration in the bladder, the operation lasted three hours, and 
the patient became exhausted. She died on the fifth day. Notwithstanding 
this unfavourable result Schroeder is favourably impressed with Schubert’s 
operation. He considers that the operation can usually be done in an hour 
and a half and that the construction of a vagina from the rectum is prefer- 
able to using the small intestine. The only dangerous feature of Schubert’s 
operation, apart from infection, is the mobilization of the rectum. Accord- 
ing to Schubert, 53 vaginas have been constructed from the rectum without 
any fatality, and 53 from the small intestine, with a mortality of 20.75 per 
cent. 


The diagnostic value of the rapidity of sedimentation of the red blood 
corpuscles in gynxcology. Molnar considers that the rapidity of sedimen- 
tation of the red blood corpuscles constitutes a valuable diagnostic aid : 

1) for the differential diagnosis between inflammatory and non-inflamma- 

tory tumours of the appendages ; (2) to ascertain the time for operation in 
inflammatory affections and complicated changes of position of the uterus ; 
(3) before curetting, if the adnexa findings are suspicious, and there are no 
other sources: of evidence; (4) to aid in the differential diagnosis between 
extra-uterine pregnancy and tumours of the adnexa, along with other 
clinical symptoms, and (5) as a guide in the treatment of inflammatory 
gynecological infections. 


Reliability of the serum diagnosis of syphilis in pregnancy, labour and the 
puerperium. Handorn and Georgi show that recently the value of the 
Wassermann reaction during pregnancy has been questioned, because 
positive reactions have often been found in women who clinically and in 
their past history gave no evidence of syphilis. It was assumed that the 
serum in pregnancy, as in certain other diseases, could itself produce a 
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positive Wassermann reaction. Handorn and Georgi consider that the 
sero-diagnosis of syphilis is of extreme importance in obstetrics and that 
the question of the reliability of the Wassermann test cannot be taken too 
seriously. The well-being of both mother and child depend largely on the 
early recognition of syphilis during pregnancy. Antisyphilitic treatment 
begun early and properly carried out results in a large percentage of such 
children being born healthy. During the puerperium, also, syphilis in the 
mother should receive energetic treatment. Arsphenamin administered to 
the mother reaches the child through the milk. The authors examined 154 
clinically healthy women during pregnancy, labour, and the puerperium. 
Of 78 healthy women whose blood was examined two gave a positive 
reaction. Of 158 women examined during the puerperium only two gave a 
positive reaction. Handorn and Georgi therefore conclude that the sero- 
diagnosis of syphilis is entirely reliable in pregnancy, labour and the 
puerperium. 


The influence of typhus and relapsing fevers on menstruation, pregnancy, 
labour and lactation. From an experience of 336 cases in the Ukraine, 
Weissenberg comes to the conclusion that typhus and relapsing fevers do 
not, as a rule, influence menstruation, though rarely floodings may occur. 
During convalescence a short period of amenorrhcea is common. Both 
fevers appear to stimulate the reproductive organs, so that conception 
quickly occurs. Abortion often occurs in both diseases, especially in 
relapsing fever. This occurs most frequently in the early and late months 
of pregnancy, being seldom met with in pregnancies of from four to seven 
months’ duration. Weissenberg considers that in the earlier months 
abortion is due chiefly to detachment of the ovum with death of the feetus, 
whilst in the later months labour pains are produced by direct excitation 
and not by death of the fcetus. The pains are of normal intensity and 
labour or abortion usually proceeds normally. Lactation and the puer- 
perium are usually not affected. Neither pregnancy nor labour has a 
deleterious effect on the course of the fever. Prognosis is not affected 
thereby and the mortality is small. If the pregnancy is near term a living 
child is usually born and it does not appear to be affected by the disease. 
Neither the height of the temperature nor the severity of the disease is in 
any way connected with the course of menstruation, pregnancy or labour. 


The recognition of fresh effusions of blood in the true peritoneal cavity aiter 
rupture of an ectopic gestation sac. Piskacek discusses the difficulties 
encountered in diagnosing fresh effusions of blood in the abdomen, 
especially when peritoneal irritation has caused meteorism thereby obscur- 
ing the diagnosis by percussion and palpation. He shows that the well- 
known signs, such as rapid thready pulse, sub-normal temperature and 
quickened respiration, may be found in other conditions. 


The history of 
amenorrheea is useful, especially along with a 


blood-stained vaginal 
discharge, though a tubal pregnancy may rupture without a period being 
missed. Puncture of the posterior fornix does not always yield blood. The 
discoloration at the umbilicus is most frequently seen when associated with 
umbilical hernia. Pain in both shoulders, as pointed out by Dewes, which 
can be quickly incited by laying the patient level on her back and applying 
pressure to the hypogastrium may be present. Tt is said to be due to 


forcing the blood between the liver and the diaphragm. This causes 
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irritation of the branches of the phrenic nerve and so reflexly brings about 
the pain in the shoulder. Herzfeld brings forward a further sign, viz., 
anuria, which is corroborated by the author. The anuria is stated to be due 
to the depletion of blood to the kidney owing to the great abdominal 
effusion. The author considers that this sign is only of value when the 
secretion of urine was norinal before the rupture of the tube. 


A contribution to the operative treatment of sterility in women. Much as 
has been written on this subject in recent times von Steinbuchel is in 
agreement with Graff that the operative treatment of sterility has altered 
very little during the last thirty years. The operations now undertaken 
can be classified into: (1) methods for widening the vagina; (2) operations 
for rectifying misplacements, and (3) plastic operations on the tubes. It is 
the last group which the author deals with most fully, having had many 
successes even in cases of prolonged sterility. He considers that Rubin’s 
method of diagnosing the patency of the tubes is not devoid of danger, as 
the stream of air may easily be infected by passing through an infected 
uterus or tubes and so set up pelvic peritonitis. He thinks there is less 
risk in doing an exploratory laparotomy and any obstruction can then be 
seen and treated. He also comments on the fact that sterility may be due 
to appendicitis, and it was whilst operating for appendicitis that he did 
salpingostomy in many of his cases. In his other cases the abdomen was 
opened for fixed retroversions, lutein cysts and pyosalpinx, but not for 
acute salpingitis. The operation consists in slitting up the closed fimbriated 
extremity and placing the greater part of the surface of the ovary in the 
widened tube, and the uterine end of the tube is stitched by bringing 
peritoneum to mucous membrane. This method of treatment enables every 
ovum discharged from the surface of the ovary to pass into the tube, and 
the further success depends on the permeability of the uterine end of the 
tube for spermatozoa. This may be demonstrated by air inflation when the 
abdomen is open; if any obstruction is present the tube can be widened at 
that part. This does not cause increased risk. The author concludes by 
stating that these plastic operations are usually performed during laparo- 
tomy for some other cause, but he does not agree with Graff that laparotomy 
should not be done for sterility without first proving the impermeability of 
the tubes; and he recommends an exploratory laparotomy for sterility in 
any woman who ardently desires offspring, the inflation being carried out 
if necessary when the abdomen is open. 


Biological changes following mild Roentgen radiation in gynecological diseases. 
3efore and after radiation with small doses of R6ntgen rays Klaften inves- 
tigated the qualitative and quantitative blood picture, the chemical 
behaviour of the serum, the effects on the autonomic nervous system, the 
changes in blood pressure, diuresis and the general symptoms associated 
with Réntgen radiation, as well as the local findings in thirty cases. The 
radiation was applied with the Apex machine and a Watt tube from the 
umbilicus to the symphysis. The most striking changes were found in the 
leucopoietic system. These consisted of a neutrophile leucocytosis together 
with lymphopenia. The opposite condition was twice observed in cases of 
primary leucocytosis. The more intense the inflammatory changes the 
more frequently was leucocytosis present. The reverse phenomena in cases 
of primary leucocytosis resemble the results after radiations applied at 
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short intervals, and may be due to temporary exhaustion of the leucoplastic 
mechanism. The effects of R6ntgen radiation in inflammatory diseases of 
the appendages correspond, in general, to the effects of parenteral, specific 
or non-specific protein therapy. 


The influence of Roentgen radiation of the hypophyseal region on some 
gynecological diseases. Werner applied Réntgen rays to the pituitary 
region in six cases of fibroids and nine of climacteric haemorrhage with 
little effect. He then tried stimulation of the gland by small doses of 
Roéntgen rays for the treatment of amenorrhcea, dysmenorrhcea, and climatic 
derangements with encouraging results. Werner considers that the results 
were due to the stimulation of the pituitary causing further stimulation of 
the reproductive organs. The treatment is said to be free from danger or 
discomfort of any sort. 


Symptomatology and treatment of the so-called uterus duplex. Eymer con- 
siders that a double uterus is seldom discovered until pregnancy occurs, 
when it is liable to cause trouble. Thus abortion is of frequent occurrence, 
uterine inertia, malpresentations and positions, impacted labour due to 
obstruction by the non-pregnant horn, and post-partum haemorrhage are all 
common. In the non-pregnant state the clinical features are not distinctive, 
the scanty menstrual flow described by Blair Bell being found by the author 
in a very small number of cases. He explains the menorrhagia and dys- 
menorrhcea as being due to the weakness of the uterine muscle. He 
considers that dilatation and curettage are contraindicated, because of the 
extreme narrowness and obliquity of the cervical canal and the thinness of 
the uterine wall in places. Strassmann’s operation of removal of the inner 
wall and uniting each uterine half together thus making one uterus in 
place of two, is recommended, and two cases are described, one of which was 
relieved of menorrhagia and the other of dysmenorrhcea by this operation. 


A contribution to the knowledge of hemeralopia of pregnancy. Klaften 
differentiates pre-existing hemeralopia in pregnancy and the hemeralopia 
which arises a priori during pregnancy. The latter presents a very charac- 
teristic clinical picture, disappearing spontaneously at the end of pregnancy 
whatever treatment be employed. The rarity of hemeralopia in non- 
pregnant women also supports the theory that pregnancy and _ night- 
blindness are closely related. 

Systematic examination of the renal, hepatic, and cardio-vascular system 
was employed to throw light on the «etiology. Serological tests were also 
made. Gross kidney lesions were not in evidence. The Wassermann 
reaction was invariably negative. In four of ten cases there was peripheral 
arterio-sclerosis. Leevulosuria and urobilinuria were also found, thus 
incriminating the hepatic function. Klaften therefore concludes that no 
one organ is alone responsible for the condition. It is interesting to note 
that the affected patients were, as a rule, delivered of children above the 
average in weight and size. 

Klaften’s conclusion is that hemeralopia is a toxeemia of pregnancy, 
arising from deficient elimination, more especially by the kidney and liver. 

Treatment of febrile abortions. Dubrowitsch gives statistics of 445 cases of 
febrile abortion treated in the Giessen Maternity Clinic during 1922-23. Of 
these, 265 received active treatment when the temperature was raised, S89 
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were treated conservatively, S91 had expectant treatment, the uterus being 
cleared out several days after the fall of temperature. The mortality was 
greatest in cases with active treatment and the morbidity was least in 
cases treated expectantly, whilst the morbidity was highest with conserva- 
tive treatment. 

Dubrowitsch draws the following conclusions : 

(1) Active treatment of febrile abortion is less satisfactory than 
expectant treatment. 

(2) The morbidity and the height of the temperature at delivery are not 
connected. 

(3) The method of clearing out the uterus, whether by finger, blunt 
curette, or ordinary curette does not influence the mortality. 

(4) Abortions which have had to be cleared out are less favourable than 
those completed without interference. 

(5) The mortality is highest in criminal abortions. 

(6) The higher the temperature the more likely is morbidity to super- 
vene. 

(7) The longer the interval between the fall of the temperature and the 
evacuation of the uterus the less the morbidity. 

(8) Morbidity is least in natural abortions, higher in examined cases and 
in those operated upon, and highest in criminal abortions. 


Eye lesions, especlally disseminated choroiditis, and induction of abortion. 
Induction of abortion has been recommended in the following conditions. 
Albuminuric neuro-retinitis (Fellner), albuminuric neuro-retinitis with 
detachment, ureemic amaurosis, intractable corneal ulcers, and malignant 
myopia (Najewski). Eberhardt believes that distinction should be drawn 
between lesions arising ab initio during pregnancy, and pre-existing ocular 
conditions unfavourably influenced by pregnancy, showing, in addition, 
that in the case of the former, the outlook for the pregnancy itself is almost 
invariably bad. 

He further believes that most of the cases thus unfavourably influenced 
are those involving the choroid, that choroidal lesions are, in the main, 
symptoms of a systemic disease, and therefore, that careful examination of 
the eye grounds, with, in addition, the employment of the Wassermann and 
tuberculin tests, is to be recommended. The difficulty, first, in diagnosing 
a comparatively symptomless lesion of the choroid, and secondly in the 
differential diagnosis, is fully appreciated. Eberhardt thinks that the 
tendency is for some ophthalmologists to recommend abortion too frequently, 
and that the individual factors should be carefully weighed in every case. 

Particular stress is laid on disseminated choroiditis of tuberculous 
origin, as this is a condition which invariably places the gynzecologist in 
a quandary. An illustrative case is quoted. 


Indications and technique of intrauterine tamponade. Ekstein gives the 
following indications for intrauterine plugging :—(1) Any serious haemor- 
rhage from a pregnant or non-pregnant uterus, which must be checked ' 
speedily; (2) cases of incomplete abortion which have caused prolonged 
hemorrhage or discharge; (3) induction of abortion from the first to the 
fifth months ; (4) atonic post-partum haemorrhage ; (5) retention of discharge 
following abortion or labour; (6) cases of febrile abortion where the retained 
products cannot be expelled with certainty. The plugging may act as a 
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hemostatic, a dilator, a drain, or a disinfectant. It is contraindicated in all 
inflammatory febrile conditions of the adnexa and pelvic peritoneum, as it 
is liable to produce uterine displacement. The plug is allowed to remain 
in situ for 24 hours, and if the plug together with the uterine contents is 
not spontaneously expelled within this time evacuation of the uterus should 
be performed. Ergot is then given by the mouth, and the patient is kept in 
bed on fluid diet for four or five days. 


The treatment of perforation of the uterus. Schwab records a case in which 
the uterus was perforated during evacuation of an incomplete abortion. 
He considers that each case should be dealt with on its merits. Thus, where 
perforation has occurred in hospital under aseptic conditions, if the perfora- 
tion is small and the uterus is empty there is little danger of internal 
hemorrhage and the treatment should be rest, ice-bags and opium. 
Laparotomy should be performed in cases where there is doubt as to asepsis 
and the degree of perforation. Where the perforation is large, and the 
edges are mutilated or the uterine tissues are much torn, where there is any 
possibility of infection and where a piece of placenta still remains requiring 
further curettage, hysterectomy should be performed. Where the perfora- 
tion is fresh, and excision and disinfection of the scar can be carried out, 
sutures may be applied. FE, Y. 


Minchener Medizinische Wochenschrift. 
No. 24, June 15, 1923. 
Gastric digestion in sucklings. ROSENBAUM, S. 
A case of gigantism in a child with premature sexual maturity. Fern, A. 


No. 26, June, 26, 1923. 
*The treatment of abortion. BaLl.Horn, W. 
*Expression of large hydatidiform moles by bimanual compression of the 
uterus. BrCKER, H. 
*Rapid quantitative method of examination of human milk. Wess, R. 


No. 27, July 6, 192 
*A new serological reaction in the new-born. 


a 
V. OETTINGEN, Kk. 
*Axial rotation of ovarian tumours in children. Zum Buscu, J. P. 


No. 28, July 13, 1923. 
*Correlation between the thyroid gland and the female genitalia. CURSCH- 
MANN, H. 
No. 29, July 20, 1923. 
General remarks on the causation of women’s diseases. SAENGER, H. 
On post-partum hemorrhage. BECKER, G. 


No. 30, July 27, 1923. 
Auto-vaccines in the treatment of puerperal fever. Louros, N. 
Suggestion-therapy in gynecology. BRANbDEss, T. 
On eclampsia. ZWEIFEL, FE. 
On congenital Phimosis. Monocorps, C, 
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The treatment of abortion. Ballhorn considers that every case of febrile 
abortion should, if possible, be admitted to a clinic. The bacteriological 
investigation of the uterine secretion is important for ascertaining the 
prognosis and for the application of the appropriate therapy. Favourable 
results have been obtained in the Frankfort Clinic from conservative or 
mixed conservative-active methods of treatment. The latter consists of 
active treatment three to five days after the uterine secretion has been 
rendered free from streptococci. A septic abortion running a spontaneous 
course gives the best prognosis. Oxytocics and vaginal plugging usually 
succeed in expelling the ovum. Immediate interference is only necessary 
where the bleeding is dangerous. All abortions in which complications 
are present, such as adnexitis, parametritis, etc., should be treated conserva- 
tively. After clearing out the uterus with the finger a large blunt curette 
and ovum forceps should be used, uterine douching being valueless. Ergot 
and icebags produce the best uterine contractions. In doubtful cases 
protein therapy may be employed. Colloidal metals and protein injections 
exert a favourable influence on the healing process. Laparotomy for 
peritonitis post abortum is of doubtful value, but may be useful if employed 
early in the disease, and the operation should be performed with the utmost 
rapidity. 


Excision of large hydatidiform moles by bimanual compression of the uterus. 
Becker describes two cases in which he has successfully expressed large 
hydatidiform moles from the uterus by bimanual compression under 
anzesthesia. 


Rapid quantitative methods of examination of human milk. Weiss describes 
rapid quantitative methods for determining the reaction, specific gravity, 
fat casein and milk-sugar content of human milk of such simplicity that 
they can be carried out by the ward-sisters. 





A new serological reaction in the new-born. Octtingen observed that when 
preserved with sodium citrate the blood plasma of new-born infants has a 
pronounced precipitating action on certain colloids. 


Axial rotation of ovarian tumours in children. Zum Busch has operated 
successfully on two cases of ovarian tumour with torsion of the pedicle in 
children aged seven years and ten days respectively. A detailed report of 
the cases is added. 


Correlation between the thyroid gland and the female genitalia. From obser- 
vations on menstruation in cases of myxcedema and of exophthalmic goitre 
as well as in war-time amenorrhcea Curshmann considers that hyper- 
thyroidism, and not hypothyroidism as is often stated, excites activity of 
the genital functions. 


Auto-vaccines in the treatment of puerperal sepsis. Touros confirms the 
claims of Ruge and Philipp on the relationship between the defensive 
powers of the blood in infected women and the power of growth of the 
micro-organisms of the vaginal secretion in the patient’s own blood. If 
growth of diplococcal forms in chains can be seen within three hours under 
the microscope severe sepsis usually develops. He considers that failure 
to carry out this procedure, which is of such great value for diagnosis, 
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prognosis, and treatment, is responsible for the great variation in the 
recorded results of the treatment of puerperal sepsis, whether by chemo-, 
sero- or protein-therapy. Louros claims to have greatly reduced the amount 
of streptococcal puerperal sepsis by the use of this test, and by immunizing 


the women who gave a positive result by the injection of an autogenous 
vaccine, 


On eclampsia. As the result of the experience of the University Women’s 
Clinic in Munich, Zweifel contends that in the future the more conservative 
methods of treatment will prevail, and only when the attacks persist after 
the establishment of narcotic treatment with venesection does vaginal 
Ceesarean section find a place. F, E. T. 


Acta Gynecologica Scandinavica. 


Vol. ii, Fasc. 3. 

The Gynecological and Obstetrical Society of Copenhagen, 1898—1923. 
S. A. GAMMELTOFT and J. JOHNSSON. 

*The nephrosis of pregnancy. V. ALBECK. 

*Some cases of tumours uncommon in gynecological practice. FRIDTJOF 
BANG. 

The place of Cesarean section in obstetrics. VIGGO ESMANN. 

*The place of Caesarean section in obstetrics. ELis ESSEN-MOLLER. 

*A case of precipitate labour in the lavatory of a railway train. J. Foc. 

*Casuistic report on tumours in the abdominal wall. J. P. HARTMANN. 

*Remarks on the priority of certain gynecological operations. R. HAsTRUP. 

*The treatment of dystocia due to Bandl’s ring. E. Haucn. 

*On Kielland’s forceps. Oscar Horn. 

*Investigations of the glycosuria of pregnancy. FREDERIK JENSEN. 

A rare case of tumour of the great omentum. NIELS NEERMANN. 

On the presence of eosinophil cells in the appendix of the foetus and of 
new-born children. M. NIELSEN. 

*A case of acrania and hydromicrocephaly with a persistent amniotic band. 
KNup O. MOLLER. 

History of ovariotomy in Denmark. Centenary of Claudius Julius Boye 
(1823—1879). V. MEISEN. 

*Result of the investigation of 55 patients on whom hysteropexy by Menge’s 
method had been performed. W. OTTESEN. 

A case of holoacardius acephalus. EKKERT PETERSEN. 

*Spurious perforation of the uterus—-relaxation of the uterus. HANS WULFF. 


The nephrosis of pregnancy. Observations on sows, killed when suffering 
from eclampsia, showed the renal lesion to be a fatty degeneration limited 
to the cells of the convoluted tubules, and it is suggested that the more 
extensive alterations found in the human subject are the result of post- 
mortem changes. 

An analysis is given of cases of albuminuria in pregnant and parturient 
women. It is concluded that cedema and high blood-pressure are not the 
result of renal insufficiency, but are due to the same foetal toxins which act 
on the kidneys. 


J 
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Some cases of tumours uncommon in gynecological practice. The following are 
described :—(1) A lymphoid cyst of the mesentery, forming a tumour in 
the pouch of Douglas. (2) Lymphadenoma affecting the right ovary, and 
for a time simulating appendicitis. (3) Sarcoma of the neck of the uterus 
with pregnancy : operation five months after delivery. (4) Perithelioma of 
vagina : local excision and radium, but early metastasis. 


The place of Casarean section in obstetrics. The relative positions of the 
classical and cervical methods are summed up as follows :— 

In non-infected cases they are both about equally safe for the mother 
as for the foetus, but the cervical section is technically more compli- 
cated than the classical one. It is not yet settled whether the subsequent 
clinical course is equally simple and undisturbed after the former as after 
the latter operation, and with regard to the strength of the cicatrix it is not 
yet possible to decide whether the cervical section is to be preferred. 

In infected cases classical Cresarean section is contraindicated, unless 
one intends to follow it up with Porro’s operation, and has to yield to the 
cervical methods, by means of which it is possible to avoid embryotomy of 
the living foetus even in infected cases. With regard to the two cervical 
Cesarean sections the experience gained up till now seems to indicate that 
there is nothing much to choose between them as far as the result to the 
mothers is concerned, possibly with a slight preference to the transperitoneal 
section. In regard to the foetuses the transperitoneal section is decidedly 
superior to the extraperitoneal and is therefore to be preferred, especially 
as it is undoubtedly simpler from a technical point of view. 


A case of precipitate labour in the lavatory of a railway train. The child fell 
on to the railway track, sustaining a fractured skull, from which it died 
six hours later. Reference to two similar cases is made. 


Casuistic report on tumours in the abdominal wall. This is a description of 
desmoids (fibromata or fibro-sarcomata). These are of special interest to 
gynecologists, because they occur far more frequently in women than in 
men, and especially in women who have borne children. They may be 
difficult to distinguish from actinomycosis of the abdominal wall. Tumours 
resembling desmoids may arise in operation scars. 


Remarks on the priority of certain gynecological operations ‘The writer dis- 
cusses the question to whom should be given the credit of inventing an 
operation—who first devised it, who first performed it, or who first pub- 
lished it? He decides in favour of the last. ‘‘ Quod non est in litteris non 
est in mundo.” 

The interposition operation for prolapse, which is usually attributed to 
Wertheim and Schauta, was first performed and published by Diihrssen, 
although he afterwards abandoned it. The operation rightly described in 
English literature as that of Tod Gilliam is on the Continent erroneously 
known as the operation of Doléris. 

The treatment of dystocia due to Baudl’s ring. There is evidently a difference 
in nomenclature, since the condition described is that known in this country 
as ‘ contraction ring.’’ At the Rigshospitalet at Copenhagen 25 cases have 
occurred in 20,000 deliveries. It should be borne in mind when there is 
dystocia without any obvious mechanical cause such as pelvic contraction, 


’ 
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tumour or resistant cervix. It is often indicated by a groove, transverse 
or oblique, on the surface of the uterus. Sometimes it can only be detected 
by intrauterine examination. 
The following methods of treatment may be employed :— 
(1) If there is no necessity for immediate delivery : 
Morphine, and rest for at least an hour. 
(2) If delivery must be completed at once : 
(a) If the child is dead : 
I. Forceps or perforation, combined with axillary traction or 
pulling down an arm. 
II. Decapitation : version : extraction. 
(b) lf the child is living : 
I. Caesarean section (low transperitoneal). 
II. Pulling down an arm : forceps. 


On Kielland’s forceps. These are constructed so as to be applied to the 
sides of the head without reference to their position in the pelvis. When 
the long axis of the head is transversely placed in the pelvis the anterior 
blade of the forceps is introduced with the concavity forwards, and it is 
then rotated inside the uterus. 

The employment of these forceps requires an exact diagnosis of the 
position of the head, and more dexterity than the axis-traction forceps. 
The instrument is more powerful than Tarnier’s forceps, and may be used 
in very difficult cases as a last resort. 


Investigations of the glycosuria of pregnancy. A diminished tolerance of 
carbohydrates has been used as a means of detecting early pregnancy. 
Further investigations were made to find whether the test will enable 
pregnancy to be distinguished from gynecological diseases, and whether it 
is of prognostic value in cases of threatened abortion. Franks’ method 
was used, with the exception that the amount of sugar given was 1 g. per 
kilo weight, instead of a uniform 100 g. 

In threatened abortion during the first three months a positive result 
indicates that the pregnancy will continue; whereas a negative result 
indicates that the ovum is dead and may be evacuated at once. 

A positive result was obtained in a few gynecological patients who were 
non-pregnant ; so this is not yet a reliable method of differential diagnosis. 


A case of acrania and hydromicrocephaly with a persistent amniotic band. 
The vault of the cranium was absent, along with the corresponding part of 
the scalp. Its place was taken by a membranous sac, from which a double 
fold of amnion passed to the inner surface of the placenta. The malforma- 
tion is accounted for by an adhesion between the cephalic pole of the 
embryo and the inner surface of the amnion, occurring at an early stage of 
development. The child lived 17 hours. 


Result of the investigation of 55 patients. on whom hysteropexy by Menge’s 
method had been performed. In this operation the abdomen is opened, and 
the round ligaments are duplicated by seizing them near the uterus and 
near the inguinal canal. The resulting folds are stitched together and then 
sutured to the fundus of the uterus. 

Of the 55 patients operated on between 1909 and 1920, nine have subse- 
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quently become pregnant. Two miscarried: the remaining seven passed 
through pregnancy and parturition without any complication. 

A pelvic examination of 50 patients showed that the retrodisplacement 
had recurred in two only. Nearly all were relieved of the symptoms from 
which they had formerly suffered. 


Spurious perforation of the uterus—relaxation of the uterus. An operation was 
being performed for incomplete abortion at the second or third month. The 
blunt curette at first entered only 14-15 cm., then suddenly passed 23 cm. 
without the least resistance and without feeling the uterine wall at that 
depth. The uterus was so soft that it could scarcely be felt on bimanual 
examination. It was thought that the uterus had been perforated, and it 
was decided to perform vaginal hysterectomy. The uterus was slit up in 
front, but on careful palpation of its interior no perforation could be found. 
It was sutured and afterwards contracted well. 

The author is of the opinion that false perforation of the uterus is not 
mentioned in the text-books for pedagogic reasons: it is more important 
to impress on students the danger of perforation than to give an account 
of false perforation. A. GouGH. 


Boletin de la Sociedad de Obstetricia y Ginecologia de Buenos 
Aires. 


August, 1923. 
*Fibroma and arterial hypertension. CARLOS ALBERTO CASTANO. 
*Serious anzmia pernicious in type due to pregnancy. Study of the 


maternal and foetal blood. N. PaLacros Costa. 

Rigidity (anatomical) of the cervix treated by Porro’s operation. ENRIQUE 
BOERO. 

Czesarean section in cases of therapeutic interruption of pregnancy. 
ANIBAL VILLAR. 

Deep incisions of the cervix during parturition. SAMUEI, BERMANN, 


September, 1923. 

“Deep radio-therapy in the second half of pregnancy. ALBERTO RAMOs. 

Abdominal and uterine litho-pedium. O. L. BoTTaro. 

A special method of uterine-ligamento-pexy, by fhe vagina. A. L. 
BOTTARO. 

*Incomplete rupture of one of the abdominal recti in pregnancy at term. 
Error in diagnosis. M. L. O’FARRELL. 

Hzemorrhagic metropathy : its pathogenesis. C. A. CASTANO. 

Auscultation and recording of foetal heart sounds. J. A. BERUTI. 

A new apparatus for correcting stenosis of the cervix and uterine ante- 
flexion. C. R. CIRID. 


Fibroma and arterial hypertension. Castafio gives statistics of his observa- 
tions of 208 cases of uterine fibromyomata, treated by him during the last 
ten years. He considers the sole cause of uterine fibromata to be hereditary 
syphilis, since in 70 per cent. of his cases he had biologic proof that this 
was the cause, and it could be clinically proved in roo per cent. 

Syphilis is the disease which most affects the endocrinic glands and, as 
in aortitis, so in uterine fibroma, there is arterial hypertension. It can be 
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proved histologically that the primitive fibrous nucleus develops in the 
small arterioles of the uterine mucosa by an initial process of peri-arteritis 
and end-arteritis, in an exactly similar way to that which produces athero- 
matous plaques in the vasze vasorum of the aorta. 

Castafio does not regard absence of the spirocheetes in the fibroma, or 
failure to respond to specific remedies as facts antagonistic to his theory, and 
the organism of syphilis is not found in tabes or general paralysis, and 
neither aortitis nor tabes is cured by mercury or salvarsan. General 
paralysis indeed grows worse. 

He hopes that some day specific treatment may be found, which will 
not only cause the fibroma to disappear, but will ameliorate the whole 
condition of the patient. 


Serious anemia pernicious in type due to pregnancy. Palacios Costa de- 
scribes a case of anemia, pernicious in type, though with regenerative 
elements, occurring during pregnancy and evidently due to pregnancy. 

The patient (eet. 31), secundipara, had suffered from a more or less severe 
anemia during her first pregnancy, and no medical treatment availed till 
after her confinement. Her condition during the second pregnancy became 
so much worse at the eighth month that labour was artificially induced and 
the child born prematurely. Lactation was suppressed, and treatment by 
transfusion of blood and injection of cardiac and general tonics adopted. 

Fifteen days after delivery the patient’s colour and general health were 
so much better that she was allowed to leave hospital, but examination and 
treatment were continued for six weeks longer, till the state of the blood 
became normal. Examination of the infant’s blood was made at the same 
time as the mother’s, and during the whole time it was normal. 

It seems evident that an anemia of this type recurring with pregnancy 
is due to auto-intoxication, probably from the syncytial cells of the embryo, 
which pass through the placenta to the maternal organism and act like 
extraneous albuminoids, inducing changes in the glands of internal secre- 
tion, which affect the organs of least resistance, especially the blood, liver, 
and spleen, which suffer even in normal pregnancies. 


Deep radio-therapy in the second haii of pregnancy. Ramos refers to the 
results of X-ray treatment of patients during the first months of pregnancy. 
Usually if such treatment be necessary it is followed by death of the foetus, 
abortion, and subsequent sterility. On the other hand, exceptions have 
been recorded. For example, a patient, sterile for 23 years, after under- 
going radium treatment for fimromyoma with menorrhagia, subsequently 
became pregnant and gave birth to a healthy child. 

The unfavourable influence of R6ntgen-raying is probably due both to 
direct action on the foetus, and also to destruction of the corpus luteum and 
atrophy of the uterine mucosa, thus affecting the maternal metabolism, 
particularly as regards transfer of calcium salts. The child often suffers 
from dermatitis or rachitis. In later months of pregnancy the foetus 
appears to be more resistant, but cases of skin affections, lesions of spleen 
and liver, and disease of head and of the eves are recorded as occurring 
either at birth or developing some years later. 

Ramos describes a case which he has recently had in hospital. ‘The 
patient (27 years) had previously given birth to two sons who were alive 
and well. Four years before her third pregnancy she had been operated on 
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for a tumour of the ovary, found to be a sarco-epithelioma. Three years 
later she returned to hospital complaining of pain in the chest. After 
X-ray screening a diagnosis of metastatic tumour of the mediastinum was 
given. The patient had three courses of deep Réntgen treatment at 
intervals of a month, and was dismissed apparently well. She became 
pregnant immediately after recovery, and for eight months the pregnancy 
was uncomplicated. Then the patient began to suffer from a return of pain 
in the chest. The mediastinal tumour was found to have recurred. 

The question arose whether treatment should be immediate because of 
the extreme pains which the patient was suffering, or whether it should be 
deferred till after delivery. It was decided to apply treatment at once, and 
the greatest care was taken to localize the rays on the thorax, and protect 
the abdomen. After three hours of deep radio-therapy the pain was 
remarkably diminished, but ten days later premature birth of a living 
child occurred. The child showed very defective ossification in islets in the 
parietal bones, and a few days later a skin affection (beginning in the 
thighs and resembling an ordinary intertrigo) extended over the whole 
body. Seen by a skin specialist, a diagnosis of desquamative erythro- 
dermatitis was given. This condition is rare in so young a child, and it is 
possible that it was due either to internal changes in the maternal organism 
or to protection against dispersed rays being insufficient. 


Incomplete rupture of the left rectus abdominalis. Error in diagnosis. 
O’Farrell describes a case of haematoma of the left rectus abdominalis, 
occurring in the ninth month of a normal pregnancy. 

The patient (42 years) had had eight normal pregnancies, and the ninth 
had been so till just before term, when she had an attack of acute bron- 
chitis. After a fit of coughing she had sudden and severe pain in the 
abdomen and a swelling appeared on the left side of the abdomen and 
increased in size. The general symptoms became serious, and the patient 
was taken to hospital. On examination a tumour, independent of the 
uterus, was found below and to the left of the umbilicus. The uterus was 
pushed by this tumour to the right of the umbilicus. Diagnosis was made 
of ovarian cyst with incomplete torsion of the pedicle, and, in view of the 
patient’s symptoms, an immediate laparotomy was performed. When a 
median incision was made a hematoma was found between the posterior 
surface of the left rectus and the fascia transversalis. After clearing out 
the sac, which contained more than a litre of blood, it was found that the 
posterior fibres of the muscle were torn, but there was no sign of bleeding 
from any large vessel. The deep wall of the sac formed by the fascia and 
the peritoneum was very friable, and showed small perforations through 
which a little blood had trickled into the peritoneum. 

On account of the state of the muscle and the peritoneum, Czeesarean 
section was performed to avoid any risk which the fatigue of spontaneous 
birth might bring to the mother. The muscle was sutured and the cavity 
of the sac drained with gauze. In three days this was discontinued and the 
patient left on the twentieth day perfectly cured. 

O’Farrell thinks that heemorrhage might be due to rupture of some 
branch of the internal mammary, and that laceration of the muscle occurred 
because of its fibres being previously weakened through patches of sclerosis. 


J. H. FILsHu.. 
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The following abstracts are reprinted from MEDICAL SCIENCE : ABSTRACTS 
AND REVIEWS, by kind permission of the Medical Research Council :— 


The influence of the mother’s diet during pregnancy and lactation upon the growth, 
general nourishment and skeleton of young rats. KORENCHEVSKY, V., and CARR, 
M. Journ. Path. and Bact., 1923, 26, No. 3, p. 389. Abstracted from 
‘* Medical Science: Abstracts and Reviews,’’ 1923, ix, 2, 103. 

This is a continuation of work done by Korenchevsky in 1921 and 1922. 
The present paper contains details of experiments on 104 rats. From a 
general survey of their work Korenchevsky and Carr conclude that: (1) 
When the mother is fed during pregnancy or lactation on a diet deficient 
in fat-soluble factor or calcium there is a marked increase in the disorders 
of general nutrition, and rachitis in the skeleton of the offspring kept after 
weaning on a diet deficient in fat-soluble factor or calcium. (2) When the 
mother is fed during pregnancy on a diet rich in fat-soluble factor or 
calcium there is a marked decrease in the disorders of general nutrition, 
and rachitic changes in the offspring kept on a —A diet when the mother 
was also kept on the same insufficient diet during lactation. (3) Feeding 
the mother during lactation on a diet rich in fat-soluble factor and calcium 
hinders for a considerable time the disorganization of general nutrition 
and the development of obvious rickets in the offspring which has been 
kept on a diet deficient in fat-soluble factor. The results obtained were 
believed to be due to the influence of the mother’s diet during pregnancy 
and lactation upon her nutrition, and therefore through the placenta, and 
afterwards through her milk, upon the nourishment of the offspring. 

W. BULLOCH. 


The complement-fixation test in the diagnosis of gonococcal infection in women. 
MARTLAND, E. M. Brit. Journ, Exper, Path., 1923, 4, No. 4, p. 235. Ab- 
stracted from ‘‘ Medical Science : Abstracts and Reviews,’’ 1923, ix, 2, 105. 

The results obtained establish the fact that a certain degree of fixation 
is produced in the majority 73 per cent. of cases regarded as gonococeal, 
fixation being most constantly shown, as might be expected, in those cases 
where infection is of some weeks’ standing, and particularly where the 
disease has passed beyond the purely local stage. 

The low degree of fixation obtained in all but three of the series seems, 
however, to be a serious drawback to the adoption of the test as a means of 
diagnosis. The margin left for experimental error must necessarily be 
small in dealing with such fine shades of fixation as of a fraction of a 
single dose of complement. 

Moreover, the fact that a high percentage of presumably non-gonococeal 
cases give positive results with this reaction and with the Wassermann 
reaction introduces another large factor of possible error, 

It seems, however, that the complement fixation test for the gonococeus 
may be of definite value, in cases where the Wassermann reaction is 
negative, if fixation of less than 1 M.H.D. is disregarded. P. FILpEs. 


The internal secretions of the reproductive organs. MARSHALL, F. H. A. 
Physiol. Rev., 1923, 3, 335. Abstracted from ‘* Medical Science : Abstracts 
and Reviews,’ 1923, ix, 2, 122. 


This paper gives a critical account of the present state of our knowledge 
of the internal secretions of the reproductive organs. Comment is made of 
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the fact that they differ from the internal secretions of other organs in 
being cyclical. 

I. Ovarian secretions in the cwsirous cycle. Recurrent changes occur in 
the female generative organs and are known as the cestrus cycle. The 
ovaries contain the controlling factor, for removal causes cessation of the 
phenomen, though transplantation of the removed ovary to another 
situation will prevent this. The assumption is that the ovaries exert their 
influence by an internal secretion. The possible elements which might 
produce this are (1) the follicular epithelial cells; (2) the luteal cells of the 
discharged follicle, or (3) the interstitial cells. Evidence is adduced to 
show that it is unlikely that the corpus luteum exerts this influence. 
Possibly the mature follicles provide the internal secretion which is 
responsible for the phenomena, but in any case it seems evident from 
experimental observations that the ovarian hormones which produce cestrus 
are different from those which are responsible for maintaining the normal 
uterine nutrition. 

II. Correlation between the corpus luteum and the uterus. The author 
suggests that the part played by the corpus luteum is much clearer in this 
relationship, and considerable evidence is brought forward to show that 
the internal secretion of the corpus luteum sensitizes the uterine mucous 
membrane. In pregnant animals in which the corpus luteum also persists 
the direct stimulus is produced by the fertilized ovum. 

Ill. The correlation between the corpus luteum and the mammary 
gland. Observations are recorded which point to the fact that the growth 
of the mammary glands is dependent on the stimulus derived from the 
corpus luteum. The author considers that there is no doubt that in the 
rabbit, marsupial, cat, and the bitch the corpus luteum is an essential factor 
in the growth of these glands. The commencement of milk secretion is 
marked by retrogressive changes in the corpus luteum. He also suggests 
that the katabolic changes concerned in actual milk secretion are probably 
influenced by the corpus luteum. 

IV. The corpus luteum in poly-cstrous animals and the persistent 
corpus luteum. Observations in poly-cestrous animals on the corpus luteum 
are in conformity with these findings. 

V. The ovaries and parturition. It seems possible that during preg- 
nancy, when the corpus luteum dominates the ovarian metabolism, the 
activity of normal ovarian secretion is reduced, but that at the end of 
pregnancy, when the corpus luteum involutes, ovarian secretion reasserts 
itself. The author mentions Dixon’s recent work on the relation between 
ovarian and pituitary secretion. Dixon found that pituitary secretion was 
stimulated by ovarian extract but not by extract of corpus luteum. The 
author suggests that, when the corpus luteum involutes at the end of 
pregnancy, the ovarian secretion may reassert itself and, by activating the 
pituitary, promote those uterine contractions which are the cause of parturi- 
tion. 

VI. The correlation between the ovaries and the sexual charactertstics. 
It is not known what precise ovarian elements are responsible for the 
production of the hormone which excites the development of the female 
organs. There is an undoubted functional correlation between the ovaries 
and the normal nutritional condition of the uterus, for ovariotomy is 
followed by uterine degeneration which can be arrested by ovarian trans- 
plantation. The study of the distribution and comparative physiology of 
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the ovarian interstitial tissue, however, is as yet imperfect; but it is 
suggested by Steinach that the interstitial cells of the gland are responsible 
for all essentially female characteristics. This observation is based on a 
large number of experiments. 

VII. The internal testicular secretion and the male generative cycle. 
The growth of the accessory male organs and secondary male characteristics 
are dependent upon the presence of the testes. The assumption that this 
is due to an internal secretion is upheld by the effect of castration and the 
transplantation of testicular grafts into abnormal positions. The majority 
of evidence points to the fact that the internal secretion of the testicle is 
produced exclusively by the interstitial cells. 

VIII. Testicular hormones in relation to sex differences. All observa- 
tions recorded point to the fact that the gonads play a very important réle, 
if not the main one, in determining which sex is to develop. 

IX. The ‘‘ puberty gland ”’ of Steinach and rejuvenescence. ‘The inter- 
stitial cells are referred to by Steinach as the ‘‘ puberty gland.’’ His work 
on rejuvenation by vasectomy, or ligaturing the vas deferens, is considered 
as well as Voronoff’s claims. It is suggested that atrophy of the spermato- 
genetic tissue occurs. without interfering with the interstitial tissue. 
Steinach goes further, and says that the interstitial tissue hypertrophies. 
The author considers that this is still an open question, but, in summing 
up, he suggests that there is no doubt that in mammals the internal 
secretion of the testicle is responsible for the development of the pubertal 
characteristics, while there is accumulating evidence that the presence of 
this gland in foetal life is very important in sexual differentiation before 
birth. H. MacLean. 


Hermaphroiditismus verus glandularis alternans in a ten year individual. 
SanD, K. Skand. Arch. f. Physiol., 1923, 44, 59. Abstracted from ‘‘ Medical 
Science : Abstracts and Reviews,’’ 1923, ix, 2. 

Detailed description and discussion of a case of true hermaphroditism 
in an individual aged 10. In order to determine the sex an exploratory 
incision was performed, the uterus was felt, and two small pieces were 
removed from the internal genitals on either side and subjected to micro- 
scopic examination. One resembled testis, the other a foetal ovary. Full 
description of the case and illustration of these sections and of the external 
genitals are given. The case is probably unique. W. CRAMER. 


The chorionepithelioma of man. Hornicke, C. B. Frank, Ztschr. f. Path, 
1923, 29, 131. Abstracted from ‘‘ Medical Science : Abstracts and Reviews,” 
19225 1c, 2) 102. 

Chorionepitheliomata arise in man from the foetal ectoderm of teratomata 
of which only small remains are sometimes found. C. DA Fano. 


The treatment of menorrhagia by radium. BrackKER, G. Arch, Radiol. and 
Electrotherap., 1923, 28, 47. Abstracted from ‘‘ Medical Science : Abstracts 
and Reviews,’ 1923, ix, 174. 

Radium can be used in menorrhagia when the bleeding is associated 
(1) with the menopause, (2) with the presence of small fibromyomata, (3) in 
cases of young women with no signs of general or pelvic disease. The 
author states that in cases of excessive haemorrhage at the menopause 
radium is always applicable and certain in its results; in the other two 
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types of case it may also be used. As regards fibromyomata it should only 
be used when the tumour is not larger than the uterus at the fifth month 
of pregnancy and when there is no degeneration, no disease of the appen- 
dages, no pressure symptoms, and no marked projection into the uterus. 
In the third type of case either a temporary or complete amenorrhcea can 
be obtained. The technique of applying radium is described: the patient 
should be kept in bed for four to five days. Only hard gamma-rays are 
used ; the screening used is detailed. In the first type of case 2,000 to 2,400 
millicurie hours is the dose given; in the second type such a dose may have 
to be repeated; whilst in the third type the dose should either be smaller 
or applied for a shorter period. Radiosensibility makes determination of 
the dose difficult at times. In selected cases with proper technique the 
process is free from danger. The question of the liability of carcinoma of 
the fundus occurring after radium treatment is referred to. The author 
concludes by a review of 68 cases treated by himself between July, 1916, 
and June, 1922. P. LAZARUS-BARLOW. 


Influenza-osteomyelitis in infancy. Zwxric, H. Monatschr. f. Kinderheilk., 
1923, 26, 308-12. Abstracted from ‘‘ Medical Science: Abstracts and 
Reviews,’’ 1923, ix, 3, 208. 

Zweig, of the Breslau University Children’s Clinic, reports a fatal case 
in an infant aged 4 weeks in which coxitis and osteomyelitis of the left 
femur, caused by B. influenza, occurred in association with tuberculous 
infection of the naso-pharynx, middle ear, and regional lymph glands. Only 
two similar cases of the presence of B. influenza in the bone-marrow have 
been recorded by Mitterstiller (see Medical Science, 1920, 2, 18-19). In both 
these cases, however, in which the radius was involved, the osteomyelitis 
occurred in adults, and after a previous severe attack of influenza. It is 
true that other cases of post-influenzal osteomyelitis have been recorded, 
e.g., by Schmieden, who reported a case of osteomyelitis of the fibula 
following influenza in a girl aged 16 (see Medical Science, 1919, 1, 45), but 
staphylococci only were found in the pus. In Stich’s case of peri-articular 
abscesses in the shoulders, hips, and ankles without secondary affection of 
the joints, and in K6nig’s case of acute arthritis of the right hip in severe 
influenzal empyema, the causal agent was not identified. It is a surprising 
fact that in spite of the extraordinary prevalence of influenza in recent years 
the bone-marrow should have been so rarely affected, especially in children, 
who are peculiarly liable to metastasis in the bones even in transient forms 
of bacterieemia. Zweig suggests that the bone-marrow, especially in 
children, possesses some power which inhibits the invasion and growth of 
B. influenza. J. D. ROLLESTON. 


The influence of the suprarenal cortex in the gonads of rabbits. 1. The effects of 
suprarenal injury (by removal or freezing) on the interstitial cells of the 
ovary. JAFFE, H. I.., and MARNIE, D. Journ. Exper. Med., 1923, 38, 1, 93. 
Abstracted from ‘‘ Medical Science: Abstracts and Reviews,’’ 1923, ix, 3, 
200. 

Rabbits subjected to double suprarenalectomy and = surviving the 
operation for several weeks frequently showed an enlargement of the 
ovaries, while those succumbing within two weeks did not. In those 
surviving longer the enlargement consists essentially of an hypertrophy of 
the interstitial cells, which may become double their original size and very 
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fatty, often showing a radial arrangement like that of the suprarenal cortex. 
Three rabbits, although not pregnant, showed, in addition, larger corpora 
lutea, similar to those of pregnancy. The degree and frequency of ovarian 
enlargement seems to depend upon the duration of life after the operation, 
and this bears a general relationship to the amount of accessory cortical 
tissue and the interstitial cells are compensatory and brought about by the 
samme mechanism. In further support of this are the facts that gonadectomy, 
pregnancy, and ovulation induce hypertrophy of the suprarenal cortex. 
A. C. WHITE. 

The question of the occurrence of scurvy in breast-fed infants. POGERSCHELSKY, 
H. Ztschr. f. Kinderk., 1923, 33, 244. Abstracted from ‘‘ Medical Science : 
Abstracts and Reviews,’’ 1923, ix, 3, 217. 

The rarity of Barlow’s disease in the breast-fed is shown by the fact 
that, of 682 cases of this condition collected from the literature by Concetti, 
only 20 occurred in breast-fed infants. The authenticity of some of these 
is doubtful; in only one case was a post-mortem examination performed, 
and in none was the diagnosis confirmed by X-rays. 

In the case described by the author, spontaneous fracture of a femur and 
humerus occurred in a 10 weeks’ old breast-fed child. Massive haematomata 
occurred at the site of fracture, and a scorbutic condition of the gums was 
present. Slight purpura was also noted. The radiographic picture was 
not, however, typical of scurvy, and administration of lemon and tomato 
juice produced no improvement. Addition of milk and butter to the 
maternal diet, which had been deficient in these substances, led to tem- 
porary improvement, but the case terminated in sudden unexplained death. 

The available cases in the literature are critically examined, and it is 
pointed out that they differ from the classical picture of Barlow’s disease 
in their age distribution and in their poor response to treatment with anti- 
scorbutic vitamin. They are attributed by the author to lack of fat-soluble 
vitamin. O. L. V. DE WESSELOW. 


The basal metabolism during pregnancy and the puerperium. Root, H. F., 
and Root, H. K. Arch. Int. Med., 1923, 32, 411. Abstracted from ‘‘Medical 
Science : Abstracts and Reviews,’’ 1924, ix, 4, 310. 

The case studied was a primipara, aged 29 years, and the observations 
extended from the 15th week of pregnancy to the eighth week after delivery. 
During the third month the metabolism was similar to that of a normal 
non-pregnant woman of the same age, height, and weight. After this 
there was an increase in the calories per 24 hours far beyond any propor- 
tional gain in weight. Therefore, the specific metabolism of the newly 
gained tissue must have been considerably higher per kgm. than that of 
the subject before the increase in weight occurred. This means that the 
gain in basal metabolism of a pregnant woman, in the later months at least, 
is different from that of a normal woman with a similar increase in weight 
as shown by the standard prediction tables. The presence of the inert 
cedema and amniotic fluids tend to make this rise due to foetal metabolism 
less apparent. After delivery, even with the weight remaining steady, the 
total caloric output fell rapidly for three weeks to 9.6 per cent. below the 
level of the third month. Some of the observations show that in the latter 
period of pregnancy there occur brief periods of greatly increased meta- 
bolism. Whether this is due to variations in foetal activity without corres- 
ponding disturbance of the mother is uncertain. It was calculated that 





140 Journal of Obstetrics and Gynecology 


the metabolism for baby, placenta, and uterus, just before delivery, was 
about 37 calories per kgm. Oxygen consumption was increased in the later 
months. Further, during pregnancy, slight variations appeared in the 
chest measurements, most marked in the case of circumference, which 
almost paralleled the gain in weight. There was also a definite upward 
trend of the vital capacity from the third to the eighth month, with a 
marked increase during the ninth month, followed by a fall to its earlier 
levels three weeks after delivery. If vital capacity be an index of cardiac 
efficiency it would seem as if the heart had been gathering strength for the 
strain of labour. A. C. WHITE. 


On the ovarian factor concerned in the occurrence of estrus. MARSHALL, F. H. 
A., and Woop, W. A. Journ. Physiol., 1923, 58, 74. Abstracted from 
‘* Medical Science : Abstracts and Reviews,” 1924, ix, 4, 311. 

In the present paper the authors have described some experiments upon 
dogs, which were carried out with a view to confirming the opinion 
expressed tentatively by Marshall and Runciman that the occurrence of 
pro-cestrum and cestrus in dogs did not depend on the presence of ripe 
Graafian follicles in the ovaries. This conclusion had been reached as a 
result of three experiments in which all the visible follicles in the ovaries 
were pricked or cut by a needle or knife a short time before a ‘ heat ” 
period was due. Each of the three bitches experienced normal heat at or 
very shortly after the expected time. Robinson criticized this view, as the 
authors suggest with some justice, on the grounds that the cells of the 
ruptured follicles were not necessarily functionally interfered with. 

The experiments described in the present paper were conducted on the 
same lines as those described, but with some modification of method, the 
larger follicles being destroyed by cauterization. This led to a different 
result which supports Robinson’s contention that the phenomena of pro- 
cestrum and cestrus only appear in the presence of follicles which have 
attained a certain stage of development which he calls ‘ pre-inseminal 
maturity,’ and that the phenomena are due to some secretion produced by 
the follicles at that particular phase. The authors point out that in the 
present experiments, if all the Graafian follicles visible on the surface of 
the ovary are cauterized and therefore probably destroyed a short time 
before the heat period is due, then the period is missed, and there is a 
prolonged ancestrum. That the uterus does not undergo atrophy is shown 
by the subsequent reappearance of heat and the resumption of normality. 

The authors conclude that the ovaries of the adult animal probably 
produce at least three kinds of internal secretion: (1) Pro-cestrum and 
cestrus are due to an internal secretion of the ovary produced by the folli- 
cles during the pre-inseminal stage of development. (2) The secretion 
which is responsible for uterine and mammary hypertrophy during preg- 
nancy and pseudo-pregnancy is different and is produced by the corpus 
luteum. (3) There is also an internal secretion which is responsible for 
maintaining the normal nutrition of the uterus and preventing it from 
lapsing into an infantile and atrophic condition, and this is produced by 
the smaller follicles or the interstitial cells.. H. GARDINER Hi... 


Arrest of growth after radiation with ultra-violet light. jevy, M. Strahlen- 
therapie, 1923, 15, 390. Abstracted from ‘‘ Medical Science: Abstracts and 
Reviews,” 1924, iX, 4, 352. 
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Levy has shown that radiation with ultra-violet light of certain intensity 
will kill the spermatozoa of amphibians, destroy the fertility of their eggs, 
and under certain conditions burst them. Others have shown that the light 
will arrest the growth and flowering of plants and that rats fed on a 
vitamin-free diet die sooner when radiated than those not exposed to the 
ultra-violet rays. For the author’s experiments newly-born litters of white 
mice and rats were used, and the conclusions arrived at were: (1) If the 
intensity of the radiation were just above the lethal dose the body growth 
and that of the hair were arrested. (2) This arrest of growth might be 
again compensated in a later stage of the radiation. (3) Radiation of the 
pregnant female produced no tendency to deformity in the young when 
born. (4) Histological investigation provided no reason for the death of the 
animals, but this is probably to be sought in some injury to the cell nuclei. 


W. NORTH. 
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REPORTS OF SOCIETIES. 


ROYAL SOCIETY OF MEDICINE. 
SECTION OF OBSTETRICS AND GYNASCOLOGY, 


Meeting of the Section held December 6th, the President, Dr. CUTHBERT 
LOCKYER, in the chair. 


Mr. T. G. STEVENS showed two specimens :—(1) Endothelioma of 
Bartholin’s Gland. This small tumour was removed from a patient, aged 
46, who had noticed it for twenty years. On microscopic examination it 
appeared to consist of an endothelioma, probably originating from the 
perivascular lymphatics. (2) A very early stage of a papilliferous growth 
of an ovarian cyst. 

These specimens were discussed by the PRESIDENT, Dr. FAIRBAIRN and 
Dr. SPENCER. Mr. STEVENS replied. 

Mr. J. BrRiGHT BANISTER showed three specimens: (1) Sarcoma of the 
Fallopian tube ; (2) Carcinoma of the Fallopian tube ; (3) Ruptured Ceesarean 
section sear. In the first two specimens there was no doubt whatever 
regarding the microscopic diagnosis. In the case of the third specimen it 
was of interest that the rupture occurred comparatively early in labour. 
The convalescence from the previous C:esarean section was febrile, and it 
seems probable that the stitches had all been discharged with the lochia, as 
none were found in the uterus at the second operation. 

These specimens were discussed by the PRESIDENT, Mr. HOLLAND, Mr. 
Rivett, and Mr. BANISTER replied. 

Dr. Victor Lack read a short communication on a case of 

CYST DEVELOPMENT IN AN OVARIAN GRAFT. 

In November, 1922, a patient, aged 20, had both ovaries removed on 
account of bilateral papillary growths. A small portion of apparently 
healthy ovarian tissue was implanted behind the right rectus abdominis. 
In July and August, 1923, the periods occurred. In October menorrhagia 
was present for five weeks and a small cystic swelling was present in the 
abdominal wall. This was excised and found to be caused by cystic 
degeneration of the ovarian graft. 

The paper was discussed by the PRESIDENT, who reported a somewhat 
similar case. 

Dr. T. I. CANDY and Dr. GEOFFREY FILDES read papers on 

RADIOGRAPHY OF THE FG:TUS IN UTERO. 

Dr. CANDY reviewed the literature on the subject and gave details of the 

technique which he had found most successful. Cases were quoted illus- 


trating the clinical importance of radiography as a means of diagnosis in 
obscure cases. 


A demonstration of very fine photographs of the feetus in utero from 
the third month onward, showing abnormalities, such as twins, breech 
presentations, and placenta previa were shown by Dr. CANpy, Dr. FILDES 
and Professor Louise McILRoy. 

The papers were discussed by Dr. KNOX, Dr. SPENCER, Dr. Grppons and 
Dr. Victor Tack. Dr, CANDY and Dr. FILDES replied. 
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ROYAL SOCIETY OF MEDICINE. 
SECTION OF OBSTETRICS AND GYNASCOLOGY. 
Meeting held on Thursday, February 7, 1924. 


SALPINGOTOMY IN CASES OF TUBAL, GESTATION. 

Mr. F. WINSON Ramsay (Bournemouth) read a short communication on 
a case of normal pregnancy occurring after operations for ectopic pregnancy 
on both Fallopian tubes. The patient’s left tube and ovary were removed 
for ruptured tubal pregnancy in Scotland in 1918. In 1920 she had an 
ectopic pregnancy in the right tube. The tube was opened, its contents 
removed, and the incision in the tube closed. In 1923 she was delivered of 
a normal living child which survived. Mr. Winson Ramsay pointed out 
the advantages of salpingotomy as opposed to salpingectomy in cases of 
tubal gestation and stated that he constantly performed the conservative 
operation. 

The case was discussed by the PRESIDENT and Mr. ALEC, BOURNE. 


Mr. J. P. HEDLEY read a short communication on a 
CASE OF CHORION-EPITHELIOMA. 


The case was of interest in that the chorion-epithelioma followed an 
extra-uterine gestation, but appeared as an intra-uterine growth. Three 
large polypi were removed at intervals during the six months and bony or 
calcified areas were present in two of these polypi. This was discussed by 
the PRESIDENT. 

Mr. J. D. Barris read a short communication on 

DYSMENORRHGA DUE TO HASMATOMETRA 


in the rudimentary horn of a bicornuate uterus. The haematometra, 2} 
inches in diameter, was removed from the left side of a normal-sized uterus, 
which was not removed. The patient remained cured of her pain. 

The case was discussed by the PRESIDENT, Sir GEORGE BLACKER, Dr. 
RUSSELL ANDREWS and Mr. CLIFFORD WHITE. 


THE TOXASMIAS OF PREGNANCY. 

Messrs. COMYNS BERKELEY, E. D. Dopps and A. I.. WALKER read a paper 
on ‘Some chemical observations on the toxemias of pregnancy, with 
special reference to hepatic function.’”? (See page 20 in this number of the 
Journal.) 

It was discussed by the PRESIDENT, Dr. DE WessELOW, Dr. MACKENZIE 
WALLACE, Dr. PILLMAN WILLIAMS, Dr. F. Cook, Dr. EVERARD WILLIAMS, 
Dr. J. R. Marrick, and Prof. Loursrt McIiroy. 

Mr. Comyns BERKELEY and Mr. Donns replied. 


NORTH OF ENGLAND OBSTETRICAL AND GYNECOLOGICAL 
SOCIETY. 

The last meeting of the session was held on December 21st, 1923, at the 
Liverpool Medical Institution. The President, Professor BLAIR BELL was in 
the chair. A large number of guests was present. 

A report of the Pathology Sub-Committee on Dr. WILLETT’s specimen of 
a Cystic tumour of the uterus was read. The specimen consisted of a uterus 
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removed supravaginally together with both ovaries and tubes. There were 
small solid tumours in the uterus. A section from one of these presented 
the typical appearance of fibromyoma; the cells were small muscle cells 
with nuclei of uniform size and shape. The large tumour, attached to the 
fundus of the uterus by a pedicle, was partly solid but mainly cystic. 
Sections taken from the edge of the solid portion presented the appearance 
of a slightly cedematous fibromyoma. For the most part the cells were 
typical involuntary muscle cells but here and there was evidence of cedema 
separating swollen muscle cells. Nowhere was there to.be seen multi- 
nucleation or irregularity in size or shape of the nuclei. There were many 
fully-formed vessels and some thin-walled blood channels such as are found 
in fibromyomata. In the opinion of the Pathology Sub-Committee the 
tumour was a fibromyoma which had undergone cystic and hyaline 
degeneration associated with moderate cedema. : 


The PRESIDENT then gave his address on 


THE INFLUENCE OF LEAD ON NORMAI, AND ABNORMAI, CELL-GROWTH, AND ON 
CERTAIN ORGANS. 


He reviewed the history of the researches conducted over 15 years and gave 
an account of the present arrangements for the conduct of the work. He 
referred to the valuable co-operation of a large staff consisting almost 
entirely of heads of the various departments in the University of Liverpool 
and their assistants. He also paid a tribute to the generosity of the Lay 
Committee which undertook the general management of the organization 
and provided a large annual sum for a limited period. The amounts 
granted covered the entire cost not only of the laboratory researches but 
also of twelve free beds for the treatment of poor patients suffering with 
cancer. 


1. The poisonous effects of lead. 

2. The effects of lead on normal animal and vegetable growth. 

3. The action of lead on the chorionic epithelium. 

4. Pathological investigations concerning changes produced in cancer 
cells by the action of lead. 

5. A large series of chemical investigations including 

(a) The chemical affinity of lead and other substances for the phospha- 
tides, which action it has been thought accounts for the effects 
produced by lead on growing tissues. 

The hydrogen-ion concentration of the preparations used has been 
accurately estimated, for the work of previous observers has 
laid some stress on this matter in relation to growth ; moreover, 
it was also thought that the influence of the hydrogen-ion 
concentration of the tissues upon the preparation used should 
be known. 

An important piece of work has been conducted in regard to the 
influence of cholesterol and lecithin on the type of emulsion 
composing the cell-membrane in normal and abnormal condi- 
tions. 

(d) The making of suspensions of lead (colloidal preparations) has 
occupied a considerable time, and, although a permanently 
stable preparation has not yet been prepared, attempts are still 
being made to secure material of this character, 
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6. The clinical work conducted over three years was next discussed. As 
a number of cases of sarcoma and carcinoma believed to be cured were 
shown previously to the meeting, it was thought unnecessary to give a 
detailed account of the cases treated in the address. The method of intra- 
venous injection was described, and the possibility of a lead-cod-liver-oil 
compound being used for intramuscular injection was mentioned. Reference 
was also made to the value of ionization in certain cases; and, even more 
important, to the activity of X-rays subsequently to the treatment of the 
patients with lead. 

The type of case in which treatment had been conducted was varied; a 
large number of sarcomata and carcinomata in all parts of the body had 
come under observation. The results of the treatment of 122 cases were 
given, and it was emphasized that these cases were for the most part of a 
very desperate character, a large number having died within a few weeks of 
being seen for the first time. 

Finally the difficulties surrounding the treatment of carcinoma in any 
circumstances were mentioned. It was urged that satisfactory results 
could only be by way of the blood-stream and that the local effects of 
operation, X-rays and radium, although in many cases satisfactory, could 
not be regarded in any way as a possible solution of the matter. The 
difficulties indicated were, in the first place, ensuring that the growth 
receive sufficient quantity of lead to inhibit further development, and, in 
the second place, that the lead be fixed there and not excreted. For the 
latter purpose a true colloidal preparation of calcium had been used in an 
attempt to shut in the lead taken up by the tumour. 

The address, which was illustrated with numerous lantern slides, was 
published in the Lancet on February 9, 1924. 

A vote of thanks was proposed by Professor DONALD, and seconded by 
Professor Mies PHILLIPS and Dr. FLETCHER SHAW. 


THE MIDLAND OBSTETRICAL AND GYNACOLOGICAL SOCIETY 


The Annual Meeting was held at the Medical Institute, Edmund Street, 
Birmingham, on Tuesday, 9th October, 1923. 

Dr. C.D. LocHRANE (Derby) was unanimously elected President for the 
ensuing session, and on occupying the chair proposed a vote of thanks to 
the retiring President, Dr. Purslow (Birmingham). Mr. J. T. Hewetson 
was re-elected Hon. Treasurer, and Dr. Hilda Shufflebotham and Mr. Maslen 
Jones Hon. Gen. Secretaries, 

Mr. CHRISTOPHER MARTIN then opened a discussion on 
THE TECHNIQUE OF ABDOMINAL HYSTERECTOMY IN NON-MALIGNANT CONDITIONS. 

He said that the operation of abdominal hysterectomy has had a varied 
history. It was introduced in 1878 by Freund for cancer of the uterus ; but 
the mortality was appalling and it was soon abandoned, Then Bardenheuer 
revived it for myoma of the uterus and recorded seven cases with one death, 
Martin of Berlin, Baldy and others in America adopted it and reported 
successful cases between 1880 and 1890, 

In this country surgeons were more conservative and followed Tait and 
Bantock in sticking to the old clamp operation with fixation of the stump 
in the lower end of the wound—a murderous operation. In England, Mr. 
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Bowreman Jessett of London was the first surgeon to perform total 
abdominal hysterectomy. He did his first case in 1892, and Smyly of 
Dublin followed a few months later. I had the privilege of watching Smyly 
operate in 1894; and in May, 1895, I did my first case. This was the first 
time it had been done in the provinces. In 1896 I read a paper on the 
subject before the Edinburgh Obstetrical Society, in which I recorded eight 
cases, all successful. This paper was, I believe, the first detailed descrip- 
tion in English medical literature of this operation. Since then various 
minor modifications and improvements have been made in its technique, 
and it is now established as one of the safest and most satisfactory of the 
major abdominal operations. 

I much prefer the ordinary mesial incision between the recti to either a 
para-rectal or a transverse suprapubic incision: it gives perfect access, 
damages the structures of the abdominal wall but little, is easily closed, 
and leaves the best cicatrix. The transverse incision does not, in my 
opinion, give the same freedom of access, has a much longer wound area, 
and is more apt to be the seat of a hematoma. I do not think that the 
resulting cicatrix is any more artistic than the ordinary mesial one. 

The abdomen having been opened, the patient should be put into the 
full Trendelenberg position, and the uterus and appendages exposed by 
pushing the intestines and omentum out of the pelvis into the upper 
abdomen, and packing them off from the feld of operation with large gauze 
swabs rung out of hot water. 

The conditions of the ovaries and tubes should be investigated. If the 
patient be a young woman and the ovaries be healthy, one at least should 
be saved if possible. But both should be removed if they be at all diseased, 
or if the patient be over 45. One naturally tries to save one ovary in a 
young woman so as to preserve for her the internal secretion. I have had, 
however, on a good many occasions to perform a second operation months 
or years after the first in order to remove an ovary, which was apparently 
normal at the first operation and which subsequently became diseased. If 
I have, therefore, any doubt I prefer to remove both ovaries. 

Let us suppose we are dealing with a uterine fibroid and have decided 
to remove both ovaries also. Whilst the assistant retracts one side of the 
incision, he pulls the uterus well over to the other side with vulsella (or 
the myoma screw) and brings into view the infundibulo-pelvic ligament 
(with the ovarian vessels). The surgeon pulls up these vessels with the 
left forefinger and thumb, and so exposes a thin area of broad ligament 
clear of vessels. He then pierces it with a pair of long slender forceps (I 
use St. Clair Thomson’s tonsil forceps), opens them out, making a hori- 
zontal slit in the ligament about one inch long. Whilst the forceps are still 
in situ, he passes a stout catgut ligature (size No. 4) with a pedicle needle. 
I had these handled needles specially made for me after many trials. They 
are modified hernia needles, but are smaller and more easy to work with 
in a cramped space. 

This catgut ligature is tied firmly with three stitches. For extra safety 
a very fine silk ligature is now applied on the proximal side of the groove 
made by the catgut. The broad ligament on the uterine side of the slit is 
clamped with artery forceps, and the tissue between divided. The round 
ligament is similarly dealt with, but it is not necessary to apply a silk 
ligature to it. The infundibulo-pelvic ligament and the round ligament on 
both sides are next ligatured and divided. 
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The next step is to free the bladder from the uterus. I usually pass 
Thomson’s forceps under the peritoneum on the anterior surface of the 
uterus just above the vesico-uterine reflexion and, by blunt dissection, raise 
the peritoneum from the uterus and divide it with scissors. The bladder is 
now stripped off the anterior surface of the cervix with a moist gauze swab 
until the vaginal wall is reached. This has the effect also of pushing the 
vesical ends of the ureters well down and away from the uterine arteries. 

The utero-sacral ligaments (close to the cervix) are next ligatured and 
divided. The uterine arteries are now defined, isolated, and ligatured. 

The uterus is now only held by the vaginal attachments. I usually 
incise the posterior fornix, open the vagina for about two inches trans- 
versely, and at once seize the cut end of the mucous membrane with 
vulsella. The next step (and it is an important one) is to pack a gauze 
swab into the vagina through this incision and push it down towards the 
vulva. This mechanically sweeps the upper part of the canal clean of 
vaginal discharge and debris squeezed out of the uterus during the opera- 
tion. In some cases, especially if at all infected, I dip the swab into tincture 
of iodine before packing it into the vagina. This swab remains until the 
close of the operation and it is then withdrawn through the vulva. 

The rest of the vaginal attachment to the uterus is severed with scissors, 
the cut edge of the mucous membrane being seized with vulsella to prevent 
it retracting. The uterus is now quite free and is removed. 

The pelvic floor is now carefully inspected and any bleeding points 
seized with forceps and ligatured. The vaginal mucous membrane is drawn 
up with vulsella and the cut edges sutured together with fine catgut. 

The raw tissue of the broad ligament is closed with a fine catgut suture 
(continuous or interrupted) on each side, and the vagina covered over by 
suturing the vesical peritoneum to that of the pouch of Douglas. In so 
doing the stumps of the round ligaments, the utero-sacral ligaments, and 
the ovarian and uterine arteries are buried under the peritoneum and all 
raw surfaces shut off from the peritoneal cavity. 

What is the best material for ligaturing the vessels and suturing the 
pelvic floor? For many years I used silk exclusively—stout for the big 
vessels and fine for the sutures. Whilst it could be tied more firmly than 
eitgut it was never absorbed and in many cases led to chronic sepsis and 
prolonged suppuration of a mild character. For years I dreaded catgut as 
I feared tetanus and premature softening leading to hemorrhage, etc. 
After trying various brands of catgut, I finally adopted Vanderveers’ 
“Picric Acid and Clove Oil”? method of preparing it. I have used this 
exclusively for the last twelve years and am entirely satisfied with it. It 
is strong and easy to tie. It lasts longer than iodine catgut, but not so 
long as chromic catgut (this is sometimes never absorbed). 

In cases of hysterectomy for prolapse of the uterus I suture the round 
ligaments and utero-sacral ligaments to the lateral angles of the vaginal 
wound. This helps to prevent subsequent prolapse of the vagina and 
undue shortening of the canal. 

The presence of a large fibroid in the cervix is an awkward complication 
and adds greatly to the danger of the operation. It makes the ligation of 
the uterine arteries very difficult, and more serious still endangers the 
ureters. 

For many years surgeons, following Tait’s teaching and_ practice, 
removed suppurating tubes and ovaries without taking away the uterus as 
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well. It was found, however, that very many of these patients were not 
cured. They continued to suffer from menorrhagia and metrorrhagia, 
purulent vaginal discharge, dysmenorrhcea, backache, chronic pelvic sepsis, 
and general invalidism. If, however, the uterus as well as the appendages 
be removed, these sequelee are avoided and the patient makes a rapid and 
complete recovery. 

But hysterectomy in the presence of a double pyosalpinx is often a 
formidable operation. Owing to the long-standing pelvic inflammation, the 
uterus is bound down and buried under dense adhesions and its tissue 
becomes very friable. 

In acute cases, moreover, there may be a large collection of virulent pus 
in the tube, and it is very difficult to avoid rupturing this into the perito- 
neum and infecting it. Where such a collection can be made out before- 
hand, it is best to do the operation in two stages. In the first stage, the 
abscess cavity is opened and drained by an incision through the posterior 
fornix of the vagina. Then a week or two later the abdomen may be 
opened and uterus and appendages removed with comparative safety. 

When | unfortunately burst a pyosalpinx into the peritoneum I at once 
pour about a pint of peroxide of hydrogen solution (1 in 5) into the pelvis. 
When it mixes with the pus it effervesces violently and the toxins seem 
to be rendered harmless by oxidation. Iam sure I have saved maniy. lives 
by this procedure. 

If one tube be much more diseased than the other I usually free the less 
diseased appendages first. I then ligature the uterine artery on the same 
side close to the cervix, and cut across the cervix at the level of the internal 
os, as if I were going to do a subtotal hysterectomy. It is then easy to 
seize and tie the other uterine artery close to the uterus and to shell out 
the more diseased tube from below upwards and from within outwards. 
The ovarian vessels on the bad side I tie last. I then go back to the cervix, 
seize it with vulsella and excise it—thus making the operation a total 
hysterectomy. 

Where there is extensive oozing from the raw tissue or where the pelvis 
has been fouled with pus, it may be wise to drain per vaginam. A large 
rubber tube is passed into the vagina, the top flush with the cut end of 
the vagina. The tube is fixed with a catgut suture to the vaginal mucous 
membrane, and the peritoneum is sewn up over the tube. In the course of 
a week the catgut stitch loosens and the tube can be removed through the 
vulva. 

I began by doing total hysterectomy. After some years I was led to 
try subtotal hysterectomy; and, for a time, I did this almost exclusively. 
In recent years I have gone back to my first love, and now prefer to remove 
the whole uterus and not leave the cervix. I was led to do so (1) because 
of the occasional occurrence of cancer in the cervix left behind, (2) because 
in many more cases the cervix became inflamed and diseased and kept up 
a purulent or blood-stained discharge, (3) and because the isolated cervix 
often became prolapsed. 

There is no doubt that sub-total hysterectomy has many points in its 
favour : 

(1) It is a quicker and easier operation to perform, and may be called 
for if the patient is very fat or in bad condition to stand a long operation. 

(2) It does not interfere with the vaginal roof or the utero-sacral liga- 
ments or lead to shortening of the vagina. 
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(3) The uterine arteries are easily tied. 

(4) The ureters and bladder are not in danger. 

On the other hand, a total hysterectomy is a longer and more difficult 
operation, there is greater risk of wounding bladder and ureters, and the 
bleeding from the branches of the uterine artery and the cut vagina is 
sometimes difficult to control. In spite of this, I think the total hysterec- 
tomy should be performed in the majority of cases, as the final results are 
so much better. 

In the discussion that followed the PRESIDENT, Mr. FURNEAUX JORDAN, 
Dr. EpGre, Dr. PuRsLow and Mr. BECKWITH WHITEHOUSE took part. Mr. 
MAartIN, in reply, briefly dealt with some of the points raised. 

Dr. PURSLOW read notes on a case of Repeated Tubal Gestation which 
was operated on on both occasions and showed a cast of the uterus passed 
after the second operation. 

Mrs. R. admitted to Queen’s Hospital March 18th, 1920. She was 32 
years of age and had had eight children, the last five years before admission, 
and one abortion, nine years before admission. The last menstrual period 
was 10 weeks previously and for eight weeks there had been an aching dull 
pain in the left lower abdomen, shooting into the thigh; at first the pain 
was severe and patient went to bed for a week, but, since then, had been 
up; there had been more or less constant hemorrhage and, for a few days, 
she had noticed a lump in the abdomen. 

On examination a mass was felt on the left of the uterus. Ruptured 
tubal gestation was diagnosed. The abdomen was opened and the left tube, 
which had ruptured, was removed. No embryo was seen. 

In May of that year she was admitted to Dudley Road Hospital while I 
was on duty for Prof. Thomas Wilson. On this occasion loss commenced 
three weeks before admission after seven weeks’ amenorrhcea; there had 
been pain for a fortnight and a violent paroxysm three weeks before 
admission. The operation and findings were almost exactly as on the 
previous occasion, substituting right for left. A very interesting feature 
of the case was the passage on the second day after operation of a complete 
cast of the uterus which I now show. 

This is the second case of repeated tubal gestation confirmed by operation 
which I have seen; in the previous one, an account of which appears in the 
Transactions of the London Obstetrical Society for May, 1905, there was an 
interval of 16 months between the operations. 

In my experience the passage of casts in cases of extra-uterine gestation 
is very rare, and I have never seen such a complete one as the one I now 
show you. I have had a section of the cast made and this, which is under 
the microscope, shows decidual cells. 


The first General Meeting of the Session was held in the Medical Library, 
The University, Bristol, on December 11th, when the President, Dr. C. D. 
LOCHRANE, took the chair. 

The following were elected to membership of the Society :—Elizabeth 
Ashley, M.B., Ch.B., and T. H. Richmond, F.R.C.S.E. 

Professor WALTER SWAYNE read short notes on two cases: (1) Case of 
toxcemia of pregnancy associated with bleeding. 

The patient, a multipara aged 27, was admitted for haemorrhage. There 
was much albumen, acetone and diacetic acid in the urine. On examination 
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the uterus was found to be markedly distended and not contracting ; whilst 
on vaginal examination a partial placenta praevia was felt, and brisk 
heemorrhage followed the examination. During an interval of expectant 
treatment further distension of the uterus occurred. On opening the 
abdomen free blood was found in the peritoneal cavity. The uterine surface 
was covered with ecchymoses, and the covering peritoneum extensively 
fissured. The uterine cavity was rapidly emptied—half a basinful of clot 
being removed—and the uterus was removed by Porro’s method. One of the 
interesting points in the case was the co-existence of placenta praevia and 
retained haemorrhage. 

Case 2. Patient, a ix-para of 43, was admitted in a stuporose condition 
with a history of increasing headache, blindness and cedema, and a diagnosis 
of eclampsia. Albuminuria was present. Head-retraction developed, and 
on lumbar puncture almost pure blood was drawn off, it being then thought 
that a vessel had been injured. The symptoms became worse and labour was 
induced, but there was no abatement of the condition after delivery, the 
patient dying on the fourth day. Post-mortem examination’ revealed a 
rupture of the basilar artery with extensive subdural haemorrhage. The 
Wassermann reaction was positive. 


Mr. MASLEN JONES read a short communication on a case of concealed 
haemorrhage. 

He had ventured to bring the following case to the notice of the Society 
partly because of its intrinsic interest, and partly as a complement to the 
three cases being reported by Professor W. Swayne. 

Before describing the details of the case may I remind you briefly of 
the two papers on Accidental haemorrhage and its pathology read by the 
late Mr. Gordon Ley before the Royal Society of Medicine in 1919. Mr. 
Ley’s report was based on a series of 50 cases in the City of London 
Maternity Hospital. 

Of these 50 cases of heemorrhage—external, concealed, intermittent and 
combined—g, i.e., 18 per cent., were primigravidee, and 42, i.e., 84 per cent., 
had albuminuria in greater or less degree. 

Incidence :— 

ZuGASES: |... ae ... 23—-28 week. 
Ba) ae a » 20-32 » 
II 33—36 


” si Suk — 
24 ,, (50 per cent.) ... 37—40 


” 

Pathology._Uteri obtained by hysterectomy or post mortem. Necrosis, 
hemorrhage into, and cedema of, the myometrium—all due to a toxemia, 
which also attacks the liver and kidneys with subsequent albuminuria. 

Control cases.-Uteri from rupture due to obstruction, and one case in 
which during bipolar version for placenta preevia, the placenta was widely 
separated and extensive hemorrhage occurred into the atonic uterus 
distending it acutely, with a rapid fatal termination. In this none of the 
above changes associated with toxaemic haemorrhage were present. 

The case I bring to the Society’s notice occurred in a strong, well- 
developed primigravida aged 27. There was a history of 18 weeks’ 
amenorrhcea, and pregnancy had progressed uneventfully. She had been 
carrying on her duties as school mistress and no abdominal enlargement 
had been noticed by her husband or herself. During the week-end she had 
helped strenuously at house moving. 
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On the Monday morning of September 12 she was seen by her doctor 
for vague abdominal discomfort. The fundus uteri was then palpable 
above the symphysis. No loss. On Monday evening the pain was worse, 
and the doctor found the uterus markedly increased in size—reaching 
almost to the umbilicus—and tender. On vaginal examination no dilata- 
tion of the cervix, but a little blood came away during examination. 
I saw her at midnight on the Monday. Her general condition was excellent. 
Colour good. Pulse normal in rate and volume, and temperature normal. 
She complained only of a ‘ tight band feeling’? round the abdomen. The 
uterus was then up to the level of the umbilicus; was tense and tender—no 
contractions felt, and no foetal parts made out. Per vaginam a normal 
nulliparous cervix with no dilatation, but blood-stained serum escaped after 
examination—an ounce or two. 

She was removed to a nursing home, and morphia gr. } was given. The 
urine, examined then, and throughout the subsequent course of the case, 
was free from albumen. She passed an easy night. When seen at nine 
the next morning the pain was much as before. The fundus was a full 
finger’s breadth above the umbilicus, and there was no change in the 
condition of the cervix. A little blood-stained serum was now escaping, 
and icc. pituitrin was ordered. At 2 p.m. the pain was more acute and 
patient was becoming anxious and mentally distressed. The pulse felt 
definitely weakened—the pulse-rate had risen to 88—and the temperature 
was normal. No uterine contractions palpable, and no dilatation or 
shortening of the cervix. Laparotomy was performed; pituitrin and 
ergotin were injected at the commencement of the operation. The uterus 
in outline and colour looked like a normal full-time uterus. No blackened 
areas of interstitial haemorrhage and no peritoneal fissuring. Dead twins 
corresponding to the estimated period of gestation were delivered. The 
placenta, situated on the right postero-lateral aspect of the upper uterine 
segment, was found to be separated over one-quarter of its area at the lower 
pole. The lower half of the uterus was filled with blood clot. Prolonged 
hot towel and hand stimulation at last resulted in contraction, and the 
uterus was sutured. Convalescence was uneventful except for the passage 
of a large clot on the fifth day. There was no albuminuria noticed 
throughout the puerperium. 

The case is of interest in view of the early date of onset—18th week 
and of the remarkable distension occurring in an apparently healthy uterus 
in a strong primigravida at such an early period of gestation. 

In the absence of any clinical signs of, or of those macroscopic uterine 
changes associated with, toxemia the causation of the condition is of 
interest. 

One of the most striking features of the case was the good general 
condition of the patient, so unlike the text-book picture of concealed 
heemorrhage, and, if one may argue from one case, I would say that the 
classic picture of shock and collapse is due to toxeemia and concealed 
haemorrhage and not to concealed hemorrhage only. The condition is due 
to the ploughing up of the uterine muscle by interstitial haemorrhage, and 
neither to actual loss of blood or to overstretching of the uterine wall. 

In support of this I would remind yon of that experiment in shock 
production in which with a tourniquet applied the muscles of an animal's 
leg are pulped without ill-effect, but directly the tourniquet is removed, 
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and the products of the injured muscle enter the general circulation, shock 
follows. 

A discussion on these two cases of hemorrhage followed. 

Mr. CHRISTOPHER MARTIN spoke of the similarity between myxcedema 
and the pre-eclamptic state of toxamia, and of the marked response of both 
conditions to thyroid. 

Mr. STATHAM emphasized the extreme degree of destruction of the tissue 
of the uterine wall by hemorrhage in Professor Swayne’s case. In speak- 
ing of the shock due to absorption from damaged tissues, he mentioned a 
soldier with a badly crushed leg, who had a tourniquet applied immediately 
the accident occurred. There were no symptoms of shock at all until the 
tourniquet was removed just prior to operation, when the man instanta- 
neously collapsed and almost died. 

Professor SWAYNE, in replying, stated that in a large series of cases just 
analyzed—about 1,600 in all—they found toxzemia associated with haemor- 
rhage in a much smaller percentage of cases than that given by Gordon 
Ley. 

Mr. CHRISTOPHER MARTIN showed two specimens: (1) A specimen of 
uterine fibroids complicated with an unruptured tubal pregnancy. 

The patient, Mrs. L. J.,was aged 33 years, had been married seven years 
and had never been pregnant. Her periods were profuse, but usually quite 
regular. Her last normal period began July roth and finished July 25th. 
On August 19th she began to have slight shows, which lasted on and off 
till the operation. On Sept. 18th a ‘‘ clot ’ (about as big as a hen’s egg) 
came away. She had very little pain, however, and her general health 
was good. She had no morning sickness. 

She was sent to Mr. Martin by Dr. Baillie on Oct. 16th. On examination 
there was no enlargement in the breasts and no secretion. On abdominal 
examination, a rounded swelling could be felt rising out of the pelvis to 
just above the pubes. On vaginal examination, a rounded nodular tumour, 
bigger than a man’s fist, could be felt filling the pouch of Douglas. Mr. 
Martin diagnosed a fibroid but, as there was a history of practically three 
months amenorrhcea and a suspicion of pregnancy, he decided to wait a 
month and watch developments. 

On Oct. 20th she had a period lasting five days. It was profuse but 
not painful. She saw Mr. Martin again on Nov. 13th. The tumour was 
then distinctly larger and was tender; so Mr. Martin decided to remove it. 
He took her into St. Chad’s Hospital on Nov. 18th and operated on Nov. 
1gth. He opened the abdomen and found several fibroids in the uterus, 
one of which, subserous, was impacted in the pouch of Douglas. The 
left Fallopian tube was distended in its middle third into a purplish 
black sausage-shaped swelling, which was evidently a tubal pregnancy 
unruptured. There was no free blood in the peritoneal cavity. 

He removed the whole of the uterus with the attached fibroids, and also 
the left appendages. The patient made a good recovery and got up on the 
14th day. 

(2) He also showed a uterus removed eight vears after C@sarean section 
with silk sutures still in situ. 

This patient, Mrs. C. B., was aged 35. She had had one child eight 
years previously. The labour was obstructed owing to a somewhat narrow 
pelvis, and a surgeon who was called in delivered her by Cresarean section. 
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She recovered from the operation but ‘‘ was never well after it.’ She 
complained of severe headaches, faint turns, nervous exhaustion, dimness 
of sight and pelvic pain. All these symptoms were worse just before and 
just after her periods. In the intermenstrual intervals she had a chronic 
dirty watery discharge. 

On March 11th, 1923, Mr. Martin saw her in consultation with her own 
medical attendant, Dr. Lunn of Acocks Green. On examination she was 
anemic and sallow. The abdominal scar was thin and weak, but there was 
no definite hernia. On vaginal examination the uterus was big, heavy and 
tender. The fundus was forward and the appendages could not be felt. 

Believing that her symptoms were due to a chronically septic uterus, 
Mr. Martin advised its removal. He took her into a nursing home and, 
on March 19th, 1923, opened the abdomen and removed the whole of the 
uterus together with the right ovary, which was cystic. There were firm 
adhesions of the omentum and small intestine to the abdominal scar, which 
was very thin. The uterus was enlarged, chronically inflamed, and covered 
on its anterior surface with numerous red granulations. On laying open 
the uterus several silk sutures could be seen in the anterior wall of the 
uterus and hanging into the uterine cavity. 

The patient made a good recovery, got up on April 3rd, and went home 
April 15th. She has continued to improve and has lost all her old nervous 
symptoms. She now leads an active life, plays golf, and is altogether a 
different woman. In Mr. Martin’s opinion her symptoms were due to a 
toxeemia due to absorption from the chronically septic uterus. And this 
uterine sepsis was caused and kept up by the silk sutures used to sew the 
uterine wall. 

This case illustrated one of the dangers of using silk to suture the uterus 
in Ceesarean section. 

Mr. DREW SMYTHE reported three cases of Ectopic gestation. 

Case I. i-para, aged 26. Came in with a history of amenorrhcea for 
two months, and then four weeks ago had a miscarriage which cleared up 
normally. A week later she had abdominal pain and a dark brown dis- 
charge, which continued to the time of her admission. 

On admission, temp. 101°, pulse 112. Had had retention of urine for 
24 hours. Examined alter catheterization there was hypogastric tender- 
ness, but nothing abnormal detected. Within 24 hours temperature and 
pulse settled down. Eighteen days later she had another attack of 
retention. The next day, on examination, | found a tender mass in the 
posterior fornix. 1 made a tentative diagnosis of ectopic gestation. At 
operation I found a secondary abdominal pregnancy occupying the pouch : 
the placental attachments being back of the uterus, omentum, and small 
intestine. There were signs of recent hemorrhage around the feetus. I 
presume the “ miscarriage ’? was the rupture of the right tubal gestation, 
and secondary abdominal pregnancy went on normally till a fresh heemor- 
rhage occurred. 

Case 2. i-para, aged 30. Left tubal pregnancy removed in August, 
1922. Amenorrhcea for 11 weeks with backache and malaise. This 
continued until four weeks before admission when liemorrhage occurred, 
with pain in the right iliac fossa. There were some exacerbations of pain 
with nausea and vomiting and some difficulty in micturition for three 
weeks. On examination a definite mass was [elt in the right iliac fossa, 


” 
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and a diagnosis of right tubal pregnancy was made. At operation this 
diagnosis was confirmed, and a right ampullary tubal pregnancy found. I 
mention this case because of the previous left tubal pregnancy in the same 
patient, and because in this case as in case 1 there was evidence of old 
inflammatory tubal mischief, which I considered the cause of the ectopic 
gestation. 

Case 3. i-para, aged 34. Child now 10 years old. Had always a 
leucorrhceic discharge. Amenorrhcea for two periods. A week before 
admission haemorrhage commenced with violent abdominal pain especially 
in the left iliac fossa. Pain and hemorrhage continued until admission. 

On admission temperature 101°, pulse 114. Tenderness and a small 
tumour palpable bimanually in left fornix. The cervix was softened and 
uterus slightly enlarged. There was a bright red haemorrhagic discharge, 
somewhat offensive in character. A diagnosis of infected extra-uterine 
pregnancy was made. 

Under anzesthesia the patient was again examined, when it was found 
that a finger could be passed into the uterus. A piece of foul placental 
tissue was felt and removed and an intra-uterine douche was given. The 
tumour felt moveable and was diagnosed as a simple cyst. After 
operation the temperature remained down for 48 hours and then patient 
again had pain in lower abdomen with rigidity and increasing pyrexia. 
Five days after the first operation laparotomy was performed. A leaking 
left pyosalpinx with early general peritonitis was encountered. This was 
removed and the pouch drained for 24 hours. The patient eventually 
recovered completely. I mention this case because of its resemblance at 
first to an ectopic gestation. 

Dr. ity BAKER showed a vesical calculus, of which the nucleus was a 
bone enema syringe nozzle. The patient from whom it was removed had 
been attended by a drunken midwife eight years previously, who in 
attempting to give a vaginal douche had managed to ‘ lose ” the syringe 
nozzle. 


MIDLAND OBSTETRICAL AND GYNA!COLOGICAL SOCIETY. 


The Second General Meeting of the Session was held in the rooms of 
the Medical Society, 64, St. James Street, Nottingham, on February 12th, 
1924, at 5p.m. The President, Dr. C. D. LOCHRANE, in the chair. 


Dr. W. R. SmirH read a short communication on a 
CASE OF RETRO-PERITONEAL PELVIC CYST. 
Mrs. B., aged 39; for 16 months, i.c., about June, 1922, she had great pain 
felt at the bottom of her spine, which she found to be relieved by sitting 
down and by walking. She was treated for sciatica for six weeks, but the 
pain gradually got worse, especially at night; she later saw a lady herbalist 
who treated her for some months for sciatica: the pain got worse and she 
began to have difficulty in passing her motions and noticed they were 
flattened. In August she had a partial stoppage relieved by injection. In 
September, 1923, the pain was more severe and when lying down it never 
left her, but on getting up and walking about it went away; she consulted 
a doctor who made a pelvic examination and sent her into hospital for 
operation. 
She had been married 13 years and had one child 11 years ago, and says 
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it was a very difficult labour. She looked to be in perfect health and said 
she was except for her constant pain; temperature was normal; on vaginal 
examination a rounded, rather hard, semi-fluctuating swelling was found 
in Douglas’s pouch; it was apparently separable from the uterus, but 
seemed attached to the anterior wall of the rectum. Per rectum the mass 
was easily felt and it seemed to surround about two-thirds of the rectum, 
and was very fixed; the mucous membrane felt normal over the bulging 
mass. Several surgeons examined her and varying diagnoses were made ; 
menstruation was normal and she had no special pain at that time. 

The abdomen was opened and a smooth rounded mass was felt in the 
pouch of Douglas about the size of a Jaffa orange; the uterus was normal 
and the ovaries also, and they were in no way connected with the swelling 
which was obviously entirely behind the peritoneum and in front and to the 
right of the rectum. The peritoneum was incised over the swelling and an 
obviously cystic mass was found to be in front of the sacrum and partially 
surrounding the rectum; it was apparently not attached to either the 
sacrum or the rectum and with the finger was fairly easily enucleated, but 
the wall ruptured and about } pint of clear colourless fluid escaped; the 
cyst wall was then completely removed and there was practically no 
bleeding, not a single vessel having to be tied; the peritoneal incision 
was sutured by two catgut stitches and the abdomen closed in the ordinary 
manner. The patient made a rapid and uneventful recovery, and to her 
great joy entirely lost the pain which had been so persistent. 

Microscopically the cyst wall showed uo special characteristics and there 
was nothing to suggest that it was a hydatid cyst. Miss Dobrashan, who 
kindly examined the section, thinks that the cyst can be classified under 
the heading of ‘‘ congenital sacral cysts arising in connection with the post- 
anal gut.’’ Another possibility is its origin from some vestige of the 
Wolffian body. 

Two cases of retro-peritoneal cysts are reported in the Journal of the 
American Medical Association, Nov. 27, 1920, by Dr. Ashurst, of a some- 
what similar nature, both of which were thought to have arisen from the 
Wolffian body : in each case the contents were clear and colourless and the 
cyst wall was not adherent to any of the adjacent viscera. 

Dr. C. D. LocHRANE read an account of a 

CASE OF PLACENTULA SUCCENTURIATA PRAIVIA, 
The unique nature of the following case renders it worthy of note : 

P. A., ii-para, aged 38. About 36 weeks’ pregnant when seen by Dr. 
Sadler of Ashbourne. Previous pregnancies normal and labours natural. 
No history suggesting previous endometrial disease or abnormality. Present 
pregnancy normal till 35th week. Slight hemorrhage begun then and 
lasted a week, when a sudden moderately severe hemorrhage occurred. 
Slight hemorrhage was still going on when seen 12 hours later, and there 
had been a few mild labour pains in the previous 12 hours. 

Examination showed cervix completely taken up—os size of a shilling, 
softened, thinned and easily dilatable. Part of a thin isolated area of 
placental tissue overlapped the left three-fourths of the open os. This 
isolated portion of the placental tissue was irregularly rounded with poorly 
defined margins. The lower margin of the main placenta could just be 
palpated higher up on the left side, and appeared partly to overlap the 
upper part of the lower uterine segment. It was roughly the size of a 
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crown piece. A small foetal head presented and could be palpated easily 
through the circumscribed area of placental tissue above described, and 
the membranes surrounding the latter. 

The succenturiate condition afterwards definitely demonstrated was 
therefore fairly evident even at this stage. 

Twin pregnancy was also evidently present. The urine showed no trace 
of albumen or other abnormality. 

Hemorrhage was fairly free during examination, but ceased after 
rupture of the membranes and the insertion of a partly filled hydrostatic 
bag. Stronger pains set in almost immediately, and the bag was soon 
expelled leaving the os rather more than half dilated. The small foetal 
head now plugged it, stopping all further hemorrhage. Delivery of the 
first foetus followed soon after, and of the second about half an hour later. 

The first foetus (a female) weighed 4 lbs. and had a very short cord 
(measuring later gins.), which interfered somewhat with delivery. The 
second foetus, a male of 4} lbs., was born a breech, with both legs extended, 
but delivery was speedy and occurred with little interference. There was a 
remarkable absence of hemorrhage after the first birth. Slight post- 
partum hemorrhage occurred after the birth of the placenta. It was easily 
controlled, leaving the patient in fairly good condition. Ultimate recovery 
was uneventful. 

The main placenta was of the fused binovular type. It was unusually 
large but decidedly thinner than normal. There was a considerable ante- 
partum clot attached along the preevial border. The small succenturiate 
portion already noted was in the wall of the first sac. It was separated 
by about an inch from the main placental margin. The intervening mem- 
branes were somewhat thicker and tougher than elsewhere, and were 
traversed by a few very small blood vessels, but showed no gross evidence 
of placental tissue nor sign of a cotyledon having been detached therefrom. 
The appearance of the lobule at first sight suggested the condition known 
as ‘‘ placenta spuria,’”’ a variety of succenturiate lobule showing no vascular 
connexions with the main placenta 

Two complete bags of membrane were present. The very short umbilical 
cord of the first foetus was attached near to the lower edge of the main 
placenta. 

Apart from the unusual association of complications of pregnancy and 
labour seen here the case is of interest from the occurrence of a succentu- 
riate lobule in the lower pole of the ovum. It is common knowledge that 
placenta succenturiata occurs most frequently with placenta praevia, but 
succenturiate lobules are invariably found above the main placenta. I have 
been unable to find a record of a similar case to this after a considerable 
search through the available literature on the subject. It is questionable 
whether the complication could ever be regarded as much more than a 
pathological curiosity, as unless the detached lobule were of such consider- 
able bulk as to merit the name of ‘ bipartite ’’? the haemorrhage would be 
unlikely to be great. In this case the position of the ante-partum clot on 
the border of the main placenta led to the conclusion that any haemorrhage 
of moment was caused by the separation of the small marginal portion of 
that organ which overlapped the lower uterine segment, and not by the 
separation of the succenturiate lobule. 

The pathology of placenta suceenturiata is not yet fully wnderstood. 
It is generally believed that chorionic villi receive their nourishment from 
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the maternal blood surrounding blood spaces, and not from their own 
central vessels. This being so, atrophy or necrosis of villi will occur in 
areas where decidual development is deficient. The common sites quoted 
are at the uterine cornua, but a similar condition of affairs is liable to be 
present over the internal os where there is always a potential gap in the 
decidua vera, and the surrounding vera is thin. 

It has been shown by Grosser that a quite marked degeneration of the 
portion of the decidua capsularis over the region of the internal os occurs 
during normal pregnancies where there is this deficiency of decidua vera. 
It would seem reasonable to assume that a similar degeneration might 
occur in any portion of a previal placenta which happened to overlap the 
same area, especially in a multiparous uterus with more patulous internal 
os. 

In this way it is possible to explain the cutting off of a possibly tongue- 
shaped portion of placental tissue, the bulk of which had completely crossed 
the os in this case. If this were the true explanation, one would expect the 
condition to be more common however, and in addition it would seem to be 
a not entirely satisfactory one, in view of the fact (noted on first examina- 
tion) that the bulk of the succenturiate lobule appeared to be situated on 
the same side of the lower uterine segment as the main placenta. Labour 
was then in progress, however, and considerable dilatation had already 
taken place at the time of the first examination. The relatively greater 
resistance to stress on the part of the main placenta and thickened inter- 
vening portion of membrane, would tend to hold the succenturiate lobule 
over to the side on which the main placenta was attached while the cervix 
was being taken up and the external os was dilating, thus making it appear 
increasingly excentric as labour progressed. 

The alternative possibility is that the placenta never completely over- 
lapped the os from the beginning. This view would involve a belief that the 
area of placental atrophy between the main placenta and the succenturiate 
lobule was the result of either a corresponding area of atrophic decidua in 
an extra-oral site (possibly the result of trauma in a previous labour), or of 
a localized placental endarteritis and infarction due to foetal disease. Of 
the latter, however, there was no clinical evidence. 

Unfortunately, owing to a misunderstanding, the placenta and mem- 
branes were destroyed, and thus no microscopic examination of the succen- 
turiate lobule or of the surrounding membranes was possible. 

Dr. W. R. SmitH showed a specimen of a uterus containing a large 
sessile submucous fibroid. 

The patient from whom the uterus was removed was aged 48, and had 
suffered from menorrhagia for three years. Dr. Smith 
advisability of myomectomy in cases of this type. 

Dr. J. Watson showed the following specimens: (a) 34 months’ 
abdominal feetation. The patient had had appendicectomy done three 
yeats previously and had a large hernia of the scar. She complained of 
mesial pain which was thought to be due to the hernia. On opening the 
abdomen some blood clot and the fresh 3} months’ foetus lying free were 
found and removed. There was no evidence of tubal rupture or abortion. 

(b) Small double ovarian papillomata, with infiltration of cervix and 
vagina. Total hysterectomy was performed, and later radium placed in the 
vaginal vault for local recurrence, but the patient died with generalized 
abdominal metastasis. 


discussed the 
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(c) Solid ovarian tumour filling pelvis and fixed by pelvic inflammation 
of appendicular origin. 

(d) Large cysto-myoma of ovary. 

(ce) Uterus showing thickened and rigid mucous membrane of pyometra. 

(f) Cervical myoma complicating labour. The myoma, the size of a 
foetal head, completely blocked the pelvis. Czesarean section was performed 
and then it was found possible to remove the tumour by myomectomy. 

Dr. A. H. WEBBER showed the following specimens : (a) Perforated foetal 
head [rom a case of hydrocephalus obstructing labour. 

(b) Fibromyoma complicating Caesarean section for contracted pelvis. 

(c) Ruptured ectopic gestation. The tube had ruptured close up to the 
fundus of the uterus, the menstrual period being only one day overdue at 
the onset of symptoms. 

(d) Multiple fibroids removed by myomectomy in a case of sterility. 
There was also one large solid tumour in the right broad ligament. 

A discussion on the specimens shown followed in which the PRESIDENT, 
Mr. CHRISTOPHER Martin, Mr. FURNEAUX JORDAN, and Mr. MASLEN JONES 
took part. 


THE ROYAL ACADEMY OF MEDICINE IN IRELAND. 

A Meeting of the Section of Obstetrics of the Royal Academy of Medicine 
in Ircland was held on Friday, November 23rd, 1923. The President, Dr. 
Louis Cassipy, in the Chair. 

Dr. BETHEL SOLOMONS showed some modifications of Rubin’s apparatus 
for demonstrating patency of the tubes in cases of sterility. He had been 
interested in Rubin’s work for some time and had used at first the flow 
volumeter which von Graefe favoured and which Dr. Theobald had kindly 
lent to him. Two of his students, W. H. Ashmore and W. P. Murphy, had 
made the apparatus, which he now demonstrated. Its advantage lay in the 
fact that it could be made and got easily in Dublin, and he hoped to bring 
it to public notice by means of illustration very shortly. The cases in 
which it was used were those of sterility in which it was impossible to 
ascertain definitely by bimanual examination whether the tubes were 
patent : he had also used it as a check on cases of resection of the tubes. 
There was no necessity for X-rays, the manometer gave reliable knowledge 
as to the state of the tubes and auscultation over the tubes determined the 
diagnosis. Adventitious sounds from the pubic hair and intestines might 
cause fallacies and the manometer must be chiefly relied on. Great care 
must be taken to exclude pus tubes, and it was unwise to dilate the cervix 
before inflating, for clots might block the tubes. He followed Rubin’s 
teaching, and the rate of flow was a rise of 100 millimetres in 15 seconds. 
In cases of patency the rise varied between 20 and 100, and in cases of 
blockage he never allowed the gauge to register more than 160. In only 
one case out of 4g Was it impossible to pass the sound because of extreme 
stenosis of the cervix. He had not met with any difficulty from escape of 
oxygen in the case of lacerated cervix when dealing with one child sterility, 
neither had he found the tests fallacious in the premenstrual stage. Great 
care must be exercised in cleaning the sound. 

The PRESIDENT said that Dr. Solomons mentioned that in using this 
apparatus he found that the manometer registered 1oo, and he (the Presi- 
dent) would like to know on what Dr. Soloinons based this figure, and if 
he had used the apparatus in control cases of women who had been preg- 
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nant. Regarding pus tubes, he thought that the settling time of serum in 
the body was an excellent way of determining whether there was pus in the 
body or not. He thought this apparatus was a good one. 

Dr. GIBBON FITZGIBBON said he thought this apparatus was particularly 
useful in cases which would be operated on to cure sterility, and in cases 
in which there was doubt about the state of the tubes, as by means of it, 
it was possible to see whether the tubes were patent or not. If the tube 
was found to be thickened, it was pretty certain to be blocked. He had 
found that if the manometer went up above too, it generally went up to 200, 
but that it generally kept between 70 and 90. He had found that if patients 
were given too much oxygen, when they got back into the upright position, 
they suffered a certain amount of epigastric discomfort, and therefore he 
thought that when using this apparatus people should be careful not to 
inflate the tubes too much. 

Dr. J. S. ASHE asked Dr. Solomons if when using the apparatus he had 
found much difference between CO, and ordinary oxygen. 

Dr. G. W. THEOBALD showed a copy of the original apparatus, which he 
had brought over with him from Vienna, and which was now being used in 
the Rotunda Hospital. He said that in all cases in which they had opened 
the abdomen the instrument had proved to be correct. He thought that the 
cases in which it would be most advantageous were those in which the 
tubes were all right, but the fimbriated ends were closed. 

Dr. D. J. CANNON said he thought this instrument would be useful in 
cases of acutely antiflexed uterus, and in cases of erosion of the cervix, and 
he thought it was also a good method of dealing with stenosis of the 
Fallopian tubes by infection. He was of opinion though that the instru- 
ment should not be used in the pre-menstrual stage. 

Dr. R. J. ROWLETTE asked if this instrument was meant to be used for 
diagnostic purposes, or for treatment. It seemed to him that the one 
possible danger was that of conveying infection from the uterus to the tubes. 
He thought that in many cases it must be very difficult to know whether 
there was infection in the uterus or not. He would like to know if there 
was any danger when using this instrument of bursting the tube by 
bringing the pressure to bear on it too suddenly. 

Dr. A. E. Davipson asked if it would be possible when using this 
instrument to know whether the gas was passing through both tubes or 
only through one tube. 

Mr. W. H. ASHMORE (who made one of the instruments shown by Dr. 
Solomons) said that the object of the instrument being bulky was so as to 
enable it to hold one pint of water before the oxygen was put into it. He 
thought there were two objects of this instrument: (1) to find out the 
patency of the tubes, and (2) to get a view of the peritoneum, so that after- 
wards pictures could be taken of the peritoneum. 

Dr. BETHEL SOLOMONS, in reply, said that he regarded Rubin’s work as 
a tremendous advance in gynecology, and that this apparatus shown was a 
valuable asset in gynecological diagnosis. There was no need to determine 
the settling time of serum if due care was exercised in excluding acute 
gonorrhoea and pus tubes. Transmigration of an ovum from one ovary to 
the opposite tube was possible though unlikely. In spite of what Dr. 
Gannon said he intended to use it in the premenstrual stage until he found 
it misleading him. He would not employ it in any case of peritonitis. 
The instrument was used fitstly for diagnosis, and secondly, probably it 
dilated the patent tube, 





160 Journal of Obstetrics and Gynecology 


The President read a paper on “‘ The Education of the Female Child.” 

Dr. BETHEL SOLOMONS drew attention to two recent excellent papers by 
Dr. Clow of Cheltenham, who from a long series of investigations concluded 
that if a girl is brought up in the proper manner she would be healthy. 
He agreed with Dr. Clow that if girls were taught that menstruation was 
a physiological process that they would not look for trouble, and if it agreed 
with a girl she might dance, play games, and even bathe during the period 
if she so wished. He believed that co-education was a magnificent training 
physically for girls: he was not so sure about boys. Food and warmth 
were most important to the young girl, and he disapproved of the custom 
in some schools of young girls being allowed to go to prayers in a cold 
church in the early morning with no warm food beforehand. He felt 
convinced that if this matter were brought before the school authorities it 
would be soon righted. 

Dr. ELLA WEBB said that she felt that the general subject of education in 
medicine was a very important one. A great deal depended in after life 
on how a child’s glands and muscles were looked after when it was young. 
Regarding constipation, if children were brought into contact with proper 
stimuli they could be taught from a very early age to make their bowels 
act, and she was of opinion that this should always be done. Children of 
private patients generally menstruated earlier than children who were seen 
at Dispensaries, and went to National Schools, and afterwards into factories 
or shops. This was due to the fact that the children of better class parents 
got better nutrition than those who were less well off. It was unfortunate 
that in most cases as a girl was approaching the menstruation period she 
was going to a boarding school, and was beginning to take more interest in 
her work, and was anxious to work harder than she had previously done. 
In the poorer classes girls at this age were just beginning to earn their 
living, and consequently great strain was put upon them just at the time 
when they should not have any strain at all. This, however, could not be 
avoided. Another question was, should a girl be allowed to do anything 
she liked during menstruation? Dr. Barrett had said that with the newer 
methods of training now in vogue girls had no trouble with menstruation at 
all. She personally, however, thought that girls should be careful in the 
early days, at any rate, of menstruation, and should certainly not bathe or 
play tennis or hockey. It was important to remember how insiduous a 
habit was, and that habits when allowed to grow on children when they 
were young were very hard to get out of in after life. In the future a great 
deal of the work would have to be the education of the parents, so as to 
enable them to introduce into the home an atmosphere which would promote 
health. 

Dr. BRIAN CRICHTON said that he thought it would be a good thing if in 
the elementary schools, and indeed in all schools, there were inspectors who 
went round three times in the term, at the beginning, in the middle, and 
at the end, and weighed and measured each child, as by this means the 
School authorities would be enabled to send a report of each child’s health 
to the parents at the end of the term, and thus they could find out whether 
the children had disimproved or improved in health during the term. He 
thought the inspectors should also see that the children got enough exercise 
and proper food. In the elementary schools, at any rate, he was of opinion 
that the children did not get enough exercise. 

Dr. J. S. QUINN said that he thought that everything that had been said 
about the female child should also apply to the male child. In the Rotunda 
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Hospital now the children were trained to function themselves, at the age 
of 36 hours, and they hoped by this method to be able to lessen constipa- 
tion, which was now so prevalent among children of all ages. He did not 
approve of co-education, as he thought that girls could not be as strong as 
boys, and that therefore it was much better for them to be educated apart. 
He was of opinion that education of the parents was required much more 
than education of the children. In the case of nervous children, it was a 
most important thing for the parents to be in sympathy with the children, 
and not to be regarded by the children as either fools or tyrants. 

Dr. R. J. ROWLETTE said that he thought there was no more important 
subject than education, and he thought that it would have more to do with 
the safeguarding of the health of the nation in the future than anything 
else. The education of the parents in the future was most important, and 
had to be thought about. Unless in the future the main facts of physiology 
were taught to children in the schools he thought that parents in the future 
would be just as ignorant about matters of health as they were at present. 
He thought that from childhood up to adolescence the more girls and boys 
were together the better, but he was of opinion that when girls were 
approaching adolescence they required different education from boys, both 
mentally and physically. Neither a boy nor a girl would come to their 
best if the differences in their build were lost sight of. He thought that 
in some schools there was a tendency to over-athleticism, a condition which 
in his opinion tended to produce sterility. He did not agree with the view 
that the one aim and object of every living man or woman was the perpetua- 
tion of the race. He thought this was certainly one aim, but there were 
others as well. Everyone wanted to spend their time in the world as 
happily as they could. He did not think that education should be so 
directed as to interfere with the production of healthy children, and children 
that could be nourished in the proper way. He did not think that it was 
realised sufficiently that a child needed more sugar than an adult, and also 
that children required meals at more frequent intervals than adults. Ina 
great many cases if the parents saw to it that the children got meals at 
regular hours, and more often than they did, instead of (as was frequently 
the case) having to wait till their parents were having meals, there would 
be less tendency on the part of the children to eat sweets and other things 
between meals. 

Dr. G. W. THEOBALD said that he did not approve of co-education at all. 
He thought it did no good to boys, and did a lot of harm to girls. He 
wondered were the women in the future going to be educated to what they 
believed to be their material object in life, or were they going to be educated 
so as to enable them to take their places in the work-a-day world, in much 
the same manner as men had been taking theirs in the past. He was of 
opinion that in life man should have an active influence, and woman a 
passive influence. He did not think that a girl should be brought up with 
the idea that she would have te fight an economic battle with men. In 
America they were very keen on co-education, but yet they would not admit 
women into any of the leading universities. 

Dr. D. J. CANNON said that Professor Freud, who studied child psy- 
chology, said that as far as little boys and girls were concerned their ideas 
were practically the same, but that at puberty their ideas changed 
altogether. He personally saw no reason why little girls and boys should 
not be together as much as they liked, but he thought that once they 
reached adolescence they should be educated apart. He thought that a 
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great many cases of dysmenorrhcea were caused by repressions which 
occurred after puberty. 
The PRESIDENT replied. 


ROYAL ACADEMY OF MEDICINE IN IRELAND. 


A Meeting of the Section of Obstetrics of the Royal Academy of Medicine 
in Ireland was held in the Royal College of Physicians on Friday, January 
4th, 1924, the President, Dr. Lours L. Cassipy, in the chair. 

The Master of the Rotunda (Dr. Gipson FitzG1pson) showed a specimen 
of Tuberculosis of the uterus from a woman aged 36; married 17 years; had 
seven children and two abortions; last confinement 10 months ago subse- 
quent to the abortions. She had not menstruated since four months before 
start of last pregnancy. Pain was complained of in lower part of 
abdomen and pelvis, worse when sitting or lying down, and not felt 
when walking. She had not been well since last confinement, a difficult 
breech, but she was up and about in the usual time. Her general 
appearance was somewhat ancemic but otherwise not remarkable. Pelvic 
examination: vulva and vagina healthy. Uterus enlarged, retroverted 
and adhcrent to posterior pelvic wall, with the appendages involved in the 
adhesions. Diagnosis: adherent retroversion, probably due to pelvic 
peritonitis following confinement. Laparotomy: pelvis not shut off by 
adhesions aud the uterus held back to sacrum by numerous thin sheets of 
adhesions. Both appendages deep in Douglas’s pouch and densely 
adherent. When the tubes were freed the fimbriated ends were found 
to be closed and the surface of the tubes studded with tubercles. There 
were a few tubercles on the surface of the uterus. Both ovaries were small 
and not involved. The intestines were studded with tubercles. Both 
tubes and the uterus were removed. ‘There were no intestinal adhesions 
other than in the pelvis and there was no free fluid in the abdomen. Con- 
valescence uneventful. 

Pathological report : the whole uterine tissue is invaded with actively 
growing tubercles. The tubes contained caseating material while the 
walls showed active tuberculosis. 

The PRESIDENT said that a striking feature in connexion with this case 
Was that there was no free fluid present. This was an uncommon thing, 
as gencrally in cases of this type there was a great deal of fluid. It was 
interesting also to note the rapidity with which the disease had come on, 
and that there had been practically no symptoms beforehand. Ascending 
tuberculosis in the pelvis was a very rare condition, but descending tuber- 
culosis was not so rare. It was uncommon to find the tubes so much 
infected as these were, and the ovaries not infected at all. 

Di. W. M. Crorton asked why, if the intestines were involved, the 
uterus was removed, and the intestines were not. 

Dr. FitzGipson in replying said that the ovaries were quite free from 
any tubercular disease, and so he thought it was better to leave them. He 
was of opinion that in this case, where the patient was 36 years of age, he 
would get a much better result by removing the uterus. He thought that 
an organ like the uterus which was tubercular, should always be removed, 
if it was not going to be of use much longer. 

Dr. R. E. Tottenham showed a specimen of myomatous uterus. This 
myoma was situated low down on the anterior uterine wall, the uterus 
being retroverted into Douglas’s pouch and rather difficult to raise up. As 
the patient was over 4o years of age it was decided not to try and save the 
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uterus. It was found to be more convenient, however, to enucleate the 
tumour in the first place, as otherwise access to the cervix was rather 
difficult to attain. A supravaginal hysterectomy was then performed. 
The patient’s sole symptom was retention of urine, the bladder being 
displaced a little upwards. Dr. Tottenham wished to hear the opinion of 
the Academy on the best method of dealing with myomata of the lower 
and anterior uterine wall, and also those of the cervix. 

The PRESIDENT said that in most cases such as the one described, the 
difficulty arose from displaced ureters. If the tumour was deep in the 
pelvis he thought the ureters should be first exposed, and that it was a 
mistake to remove the tumour first, and to deal with the ureters afterwards. 

Dr. GIBBON FITZGIBBON said that in cases like this he had always done 
total hysterectomy, and had never found any trouble or difficulty with the 
ureters. 

Dr. D. G. MapiL. said that he agreed with Dr. FitzGibbon that complete 
hysterectomy was the correct treatment in such cases and in his opinion 
the ureters were rarely seen at all. 

Dr. TOTTENHAM replied. 

Dr. W. M. CROFTON read a paper on the Cancer problem. He pointed 
out that the cancer cell differs from the normal cell in the possession of 
ferments which enable it to hydrolyse living protoplasm, end so to survive 
and to reproduce itself at the expense of the living tissues of the body. 
The only normal cells of the body with a similar power are the chorionic 
cells, and both are outside the control of the nervous system. The chorionic 
cells develope from those of the blastodermic vesicle known as the primary 
germ cells, and are really part of the asexual generation or phorozoén. 
The function of the cells is destroyed at the time of the development o! 
the placenta by the macrophages which are activated by the internal 
secretion of the pancreas. It was suggested that the cancer cell was really 
of the nature of a phorozo6n, the normal cell being degraded to this stage 
as the result of chronic submaximal stimuli and enabled to live owing to 
a change in the body fluids. Dr. Crofton suggested that in many cases, if 
not in all, the stimulus was caused by chronic infection with non-pathogenic 
bacteria, and that the change in environment which enabled this stimulus 
to become effective was the result of destruction of the cell islets of the 
pancreas by pathogenic germs. In explanation of this view Dr. Crofton 
cited Baird’s hypothesis of the alteration of generation and he gave an 
interesting account of the cell metabolism in the body. 

On the view put forward many suggestions were made with regard to 
the procedure for the prevention and treatment of cancer both by immuni- 
zation and by diet. 

The PRESIDENT said that it seemed to him that Dr. Crofton had two 
theories in his mind: (1) that the cause of cancer was the lack of some 
ferments in the blood, particularly pancreatic, which, if they could be 
demonstrated, might possibly lead to the diagnosis of cancer. (2) That by 
means of immunization, not only cancer, but also every other disease which 
affected the human body might be cured. Although bacteriologists might 
throw some light on the cause of cancer, the majority of observers seemed 
to think that bacteriology gave very little help either in the diagnosis or 
the cure of cancer. The serum of a healthy patient would dissolve cancer 
cells, but the serum of a cancer patient wonld not dissolve the cancer cells. 
Differences were shown in the serum, but what these differences were, had 
yet to be found out. The irritation theory about cancer had been thougtlit 
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about for a long time, and it appeared to be supported by cases of cancer 
of the cervix. It probably held good also in cases of cancer of the breast. 
He was of opinion that care should always be taken not to diagnose cancer 
until it had been demonstrated to be cancer by microscopic examination. 

Dr. W. Levitt said he was of opinion that the human body had the 
power of successfully fighting cancer. Retrogression of undoubted cancer 
was well known. Sampson Handley believed that the complete cure of 
cancer was an everyday occurrence. Cancer developed early in life, and 
some people were able to fight it, and others were not. The present treat- 
ment for cancer was to cut out the tumour, and then, if some cells were left 
behind, the body was able to deal with them. If cases of definitely known 
cancer could be cured there must be some cases in which the slightest touch 
of the balance would throw it in favour of the body forces. If the treatment 
of cancer by the Erlangen method was properly applied it was practically 
impossible to give a stimulation dose. 

Dr. E. ZWEIFEL said that in Vienna they had experimented with tar on 
mice, and found that if a tumour developed after tar painting it was 
probably due to the irritation of the skin. In factories where men were 
working with tar, cancer of the testis was common. It was said that the 
sugar tolerance was lowered in patients with cancer, but personally he had 
never found one with sugar in the urine. If cancer were treated by deep 
X-ray therapy the urine should always be tested. That cancer of the cervix 
was associated with chronic irritation, had been shown by statistics, as out 
of one hundred women suffering from such cancer, each had had about four 
children. He thought this was the kind of cancer which originated in a 
scar. Sometimes patients, after operation for cancer of the rectum, lived 
for many years, but there was generally a recurrence, even if as long a 
period as seven years had elapsed, since operation. In cases of cancer of 
the breast he had found that about 25 per cent. of the women suffering from 
this condition stated in their history that they had had a form of abscess in 
the breast alter pregnancy. 

Dr. R. E. TotrENHAM said that it was interesting to note that cancer in 
women generally occurred about the climacteric, or after it, and in this con- 
nexion the suprarenals were worthy of consideration. A certain amount of 
cholesterin had been found to be secreted by the cortex of those glands and 
cancer cells had been proved to contain cholesterin. In cases of starvation 
the suprarenals had been found to be more or less atrophied. 

Dr. D. CANNON asked if it was a fact that once the cancer cell began to 
proliferate it continued to proliferate after the stimulus which started it 
had been removed. If this was the case therapeutic immunization would 
be futile. In cases of cancer of the cervix there was a good deal of evidence 
in favour of infection, but in cases of cancer of the uterus there was not. 
He would like to know if an endocrine disturbance was generally caused by 
the stimulation of a cancer in the body. 

Dr. G. TIERNEY said that he had gathered that Dr. Crofton regarded a 
cancer cell as in reality being a germ cell, which, under the influence of 
some stimulus, produced a new asexual individual. This was a view about 
which there would be great difference of opinion, especially as cancer was 
always a terminal disease. He would like to know if Dr. Crofton thought 
that specific co-ferments were formed against cancer. If this were so it 
might be regarded as a possible explanation for some slow growing tumours 
which disappeared. 

Dr. WiGGtER spoke, Dr. CRrorton replied, and the meeting concluded. 





